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Preface

In the public health community at large—and among many of EngenderHealth’s country and
global programs in particular, including The ACQUIRE Project and Action for the West Africa
Region–Reproductive Health (AWARE–RH)—health workers have expressed a need for a
new approach to family planning (FP) counseling. Several countries have reached a plateau in
contraceptive prevalence rates as well as high discontinuation rates in the use of contracep-
tives. And counseling needs to be reoriented and refocused to:

• Offer a tailored approach to meeting clients’ individual needs

• Address the needs of returning clients

• Strengthen the management of side effects

• Strengthen integration with other areas of sexual and reproductive health (including HIV
and sexually transmitted infections, postabortion care, and sexuality)

Many colleagues in the field find existing counseling materials either outdated or insufficient
in terms of FP information and the needs of FP clients. For this reason, The ACQUIRE Project
has developed a new FP counseling curriculum.

The curriculum builds on EngenderHealth’s previous work in counseling, including
Comprehensive Counseling for Reproductive Health: An Integrated Curriculum. At the same
time, it responds to the identified gap in existing materials and fills the needs expressed by
those in the field.

The intended audiences for this curriculum are health care providers, their supervisors, and the
managers of the programs in which they work. The counseling skills addressed here are
expected to be relevant to the provision of both preventive and curative health services
through the workshop participants’ national health systems. Finally, the curriculum’s partici-
patory approach to defining terms and to generating profiles of potential clients is designed to
assist trainees in addressing the realities and exploring the reproductive health priorities of
their communities in a culturally appropriate manner.
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Part I:

Getting to Know Our Clients

In Part I of the counseling curriculum, you consider the context in
which reproductive health and family planning decisions are made,
identify categories of clients who seek services, and develop
“client profiles” that will be used for case studies and role plays
throughout the rest of your training. Because counseling focuses
on facilitating decision making, the training sessions here explore
the client’s decision-making process from the perspective of rights
to family planning services and methods, informed and voluntary
decision making, and the client’s rights in the service setting.
Principles of client-provider interaction and counseling provide the
foundation for developing key counseling skills, attitudes, and
knowledge in the rest of the training. This part also sets the stage
for discussions about providers’ attitudes, values, and beliefs and
their impact on clients.

ACQUIRE Project/EngenderHealth Counseling for Effective Use of FP—Participant Handbook 1
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HANDOUT 1 Goals and Objectives

The overall goal of this training is to improve your knowledge, attitudes, and skills in assess-
ing and addressing clients’ family planning (FP) needs through individualized counseling that
considers the clients’ circumstances and broader reproductive health (RH) needs and their
impact on the choice and use of FP.

Overall Course Objectives: By the end of the training, you will be able to

1. Explain the importance of quality client-centered counseling for improving FP uptake
and continuation

2. Effectively communicate with clients

3. Better assess clients’ individual FP needs, knowledge, and concerns, and meet these
needs in an effective and efficient manner

4. Identify the key decisions clients need to make or confirm, and assist and support them
through this process by considering various options and their consequences

5. Assist clients in strategizing how to carry out their FP decisions

6. Identify the barriers to conducting “ideal” counseling that exist in your practice setting,
and develop a plan to overcome them

ACQUIRE Project/EngenderHealth Counseling for Effective Use of FP—Participant Handbook 3

Session 1

Essential Ideas—Session 1

The objectives of the training will be achieved through the following approaches:

•• Increasing your awareness of the different types of clients you serve and their varying needs

•• Preparing you to rapidly assess clients’ needs and appropriately tailor counseling to meet them

•• Increasing your awareness of and comfort with issues related to sexuality 

•• Updating your knowledge of FP methods

By focusing on the client as an individual and considering factors that influence his or her decision
making, providers are better able to assess and meet the client’s informational, decision-making,
and emotional needs. This will help the client make decisions and plans that he or she will be more
likely to carry out. Focusing on clients’ ongoing and evolving needs enables providers to support
them in using their chosen method successfully and in coping with common side effects.
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HANDOUT  2A Supporting Clients’ Informed and
Voluntary Decision Making 

By the end of this session, you should be able to:

• Name three rights recognized by international conventions and explain their relevance for
FP counseling

• Define informed and voluntary decision making and explain its importance in FP and RH

• List at least four of the seven “rights of clients” and explain how they apply to FPservices

• Describe the roles of providers and other health care staff in supporting clients’ informed
and voluntary decision making

ACQUIRE Project/EngenderHealth Counseling for Effective Use of FP—Participant Handbook 5

Session 2

Essential Ideas—Session 2

• Rights to family planning services and methods are recognized by international conventions
signed by most countries of the world and include the right to decide on the number, spacing,
and timing of children; the right to have the information to do so; the right to attain the highest
standards of sexual and reproductive health; and the right to make these decisions without dis-
crimination, coercion, or violence.

• Including women’s “right to exercise control over their own sexuality” as a component of health
rights is an important breakthrough. The right to decide about reproduction and the right “to
attain the highest standard of sexual and reproductive health” have little meaning if women
cannot decide whether, when, and with whom they will have sex.

• Rights to family planning services and methods are only effective when people feel entitled to
these rights and empowered to exercise them. Yet, everyday constraints—such as power
imbalances between social groups, between men and women, or between health care staff and
clients; physical and social accessibility of services; cost and quality of services; and quality of
client-provider interaction —can pose barriers to the exercise of these rights. 

• Individuals and couples have the right to make key decisions that significantly affect their health
status in every area of sexual and reproductive health (SRH), including FP. The ability and
means to make informed decisions in each of these areas is a fundamental expression of one’s
rights to sexual and reproductive health.

• At the same time, rights related to access to information and services regardless of age, sex,
marital status or ethnic group—for example, the right to information for unmarried people or to
SRH services for adolescents—must exist before individuals can make informed decisions and
act on them.

• The clients’ rights are a way to operationalize reproductive and sexual rights through the quality
of services provided. They describe aspects of service delivery that are essential to ensuring
quality of care.

• Many facility staff play a role in supporting clients’ rights—or in undermining them. It is impor-
tant to consider the impact of all people with whom the client comes into contact and to deter-
mine the role that each person can play in ensuring that clients’ rights and needs are respected
and addressed.
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HANDOUT  2B A Rights-Based Approach to 
Family Planning and Sexual and
Reproductive Health

The rights-based approach to FP and SRH assumes that health and rights are inseparable and
that individuals have the right and the capacity to make decisions about their lives. Basic ele-
ments of this approach include:

• Gender equity and equality 

• Rights to sexual and reproductive health

• Client-centered sexual and reproductive health care

Rights-Based Approach

The rights-based approach was adopted at the 1994 United Nations–hosted International
Conference on Population and Development (ICPD), which was held in Cairo, Egypt. The coun-
tries assembled there developed and ratified the following description of reproductive rights: 

Reproductive rights embrace certain human rights that are already recognized
in national laws, international human rights documents, and other consensus
documents. These rights rest on the recognition of the basic rights of all cou-
ples and individuals to decide freely and responsibly the number, spacing, and
timing of their children, to have the information necessary to do so, and to
attain the highest standard of sexual and reproductive health . . . [and] the right
to make decisions concerning reproduction free of discrimination, coercion,
and violence.

ICPD Program of Action, 1995, Paragraph 7.3

In 1995, the Fourth World Conference on Women was held in Beijing. The conference plat-
form for action stated, among other things, that women’s human rights include “their right to
have control over and decide freely and responsibly on matters related to their sexuality,
including sexual and reproductive health, free of coercion, discrimination, and violence.” 

Fourth World Conference on Women Platform for Action, 1995, Paragraph 96

Much of the language of rights to sexual and reproductive health, including family planning
services and methods, focuses on the right to make decisions “freely and responsibly . . . with-
out coercion, discrimination, and violence.” Thus, one of the most concrete and significant
ways in which we can support the rights associated with SRH is to ensure informed and vol-
untary decision making by individuals and couples.
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HANDOUT  2C Informed and Voluntary Decision Making in
Sexual and Reproductive Health

Informed choice is an individual’s well-considered, voluntary decision based on options,
information, and understanding.

When applied to decisions about FP, the concept of informed choice means that individuals
freely choose whether to use a contraceptive method and which one, based on their awareness
and understanding of accurate information about the methods. Although informed choice
could apply to any SRH service, some providers have difficulty understanding informed
choice in non–FP services, because often there is only one treatment option available (e.g.,
only one medication for syphilis) and thus no real choice to make, or an individual’s medical
condition might require the provider to make emergency decisions for the client (e.g., in
postabortion or emergency obstetric care).

The concept of informed and voluntary decision making applies broadly to any health care
decision and assumes that individuals have both the right and the ability to make their own
health care decisions in a voluntary manner and with full information and understanding of
the consequences of each option. How does this concept relate to other similar concepts, such
as informed consent and informed choice?

Informed consent is a medical, legal, and rights-based construct whereby clients agree to
receive medical treatment, such as surgery for FP method or to take part in a study, ideally as
a result of the client’s informed choice. Unfortunately, there are many instances in which a
client signs an informed consent form without adequate information and without feeling that
he or she has had any choice in the matter. 

We use the term informed and voluntary decision making to underscore the importance of the
decisions that individuals make in every area of SRH, even when options are limited and their
need is urgent. Examples of decisions that people make concerning their SRH include the fol-
lowing:

• For FP: whether to use contraception to delay, space, or end childbearing; which method to
use; whether to continue using contraception when side effects occur; whether to switch
methods when the current method is unsatisfactory; and whether to involve one’s partner(s)
in decision making about FP

• For HIV and other sexually transmitted infections (STIs): whether to use a condom with
every act of sexual intercourse; whether to use a dual-protection strategy (to prevent both
unintended pregnancy and STIs); whether to limit the number of sexual partners; whether to
seek treatment for apparent infection; whether to inform partner(s) if an infection is diag-
nosed; whether to delay sexual intercourse until the infection is completely treated, and
whether to be tested for HIV
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• For maternal health care: whether to seek antenatal care during pregnancy, whether to
improve one’s nutrition during pregnancy; whether and when to have sex during pregnancy;
whether and when to go to a health care setting for assistance with delivery; whether to
breastfeed exclusively and for how long; and whether and when to use contraception after
delivery

• For postabortion care: when to seek care following signs of spontaneous abortion; whether
and when to seek care for complications of abortion; and whether to use contraception to
prevent or delay future pregnancies

Several conditions support informed and voluntary decision making in SRH, including:
• Service options being available

• A voluntary decision-making process

• Having all the appropriate information (i.e., having an understanding of all options and
their consequences)

• Good client-provider interaction, including counseling

• Respect for rights at the community and program level
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HANDOUT  2D Clients’ Rights

The Rights of Clients

Information: Clients have a right to accurate, appropriate, understandable, and unambiguous
information related to reproductive health and sexuality and to health overall. Educational
materials for clients should be made available in all parts of the health care facility.

Access to services: Services must be affordable and available at times and places that are con-
venient to clients, without physical barriers to the health care facility, without inappropriate
eligibility requirements for services, and without social barriers such as discrimination based
on gender, age, marital status, fertility, nationality or ethnicity, belief, social class, caste, or
sexual orientation. 

Informed choice: A voluntary, well-considered decision that an individual makes on the basis
of options, information, and understanding represents his or her informed choice. The deci-
sion-making process begins in the community, where people get information even before
coming to a facility for services. It is the provider’s responsibility either to confirm a client’s
informed choice or to help him or her reach one.

Safety of services: Safe services require skilled providers, attention to infection prevention,
and appropriate and effective medical practices. This right also refers to the proper use of ser-
vice-delivery guidelines, the existence of quality assurance mechanisms within the facility,
counseling and instructions for clients, and recognition and management of complications
related to medical and surgical procedures.

Privacy and confidentiality: Clients have a right to privacy and confidentiality during deliv-
ery of services—for example, during counseling and physical examinations and in the way
staff handle clients’ medical records and other personal information.

Dignity, comfort, and expression of opinion: All clients have the right to be treated with
respect and consideration. Providers must ensure that clients are as comfortable as possible
during procedures. Clients should be encouraged to express their views freely, especially
when their views differ from those of service providers.

Continuity of care: All clients have a right to continuity of services and supplies, follow-up,
and referral.
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HANDOUT  3 The Difference That Counseling Makes

By the end of this session, you should be able to:

• Define good client-provider interaction and its role in ensuring informed and voluntary
decision making

• Describe strategies to improve client-provider interaction and support clients’ rights more
effectively in the health care facility setting

• Define good counseling and its role in informed and voluntary decision making

• Explain how counseling supports clients’ rights and makes a difference

• Identify specific tasks that need to be carried out in counseling

• Explain the counseling-related role of various staff 

• List the needs of health care staff that must be addressed for improved client-provider inter-
action and counseling

ACQUIRE Project/EngenderHealth Counseling for Effective Use of FP—Participant Handbook 13
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• Client-provider interaction refers to interpersonal communications (both verbal and nonverbal)
between health care staff and the people who seek health care services. Provider includes
everyone in the health care setting with whom the client interacts. This definition recognizes the
importance of nonmedical staff to clients’ impressions of the health care setting and messages
that they associate with the health care setting.

• A client’s first impressions of a health care facility are usually made through interactions with
frontline staff. The client’s sense of trust and confidence that he or she has made the right deci-
sion to seek services can be reinforced or completely undermined by frontline staff.

• Counseling is a type of client-provider interaction that involves two-way communication
between a health care staff member and a client for the purpose of confirming or facilitating a
decision by the client, or helping the client address problems or concerns.

• Quality counseling is the main safeguard for the client’s right to informed and voluntary decision
making. In addition, counseling can support each of the other clients’ rights.

• Although clinical providers are usually responsible for the final stages of counseling, frontline
staff can perform many preliminary steps, such as giving information about the options, meth-
ods, and services available and gathering basic information about the client’s condition. These
preliminary steps allow providers to spend more time with the client on individual considera-
tions and the actual decision-making process.

• For quality client-provider interaction and counseling to occur, the needs of all types of health
care staff must be addressed. To perform at their best, staff need facilitative supervision and
management, information, training and development, supplies, equipment, and infrastructure.
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Development (USAID) and World Health Organization (WHO). 1997. Recommendations for updating selected
practices in contraceptive use, Volume II. Washington, DC, pp. 187–190.

Client-Provider Interaction
Definition
Client-provider interaction is person-to-person communication (verbal and nonverbal) between
clients and health care staff. (Health care staff can include anyone associated with a service
site—e.g., medical and paramedical staff, outreach staff, receptionists, cleaners, and drivers.) 

The client interacts with facility staff from the moment he or she enters a service site. All staff
should use good communication skills and be sensitive to clients’ needs when clients are skep-
tical or distrustful of sexual and reproductive health services. Experience has shown that
clients are more satisfied and more likely to continue using services when they are treated
with respect.

Principles1

The key principles for cultivating good client-provider interaction include the following:

• Treat all clients with respect.

• Tailor the interaction to the individual client’s needs, circumstances, and concerns.

• Interact with the client, and elicit his or her active participation.

• Avoid information overload.

• Provide or refer the client for their preferred FP method or address the client’s primary con-
cern (for other SRH issues).

• Use and provide memory aids.

Counseling
Definition and Tasks
Definition. Counseling is a type of client-provider interaction that involves two-way commu-
nication between a health care staff member and a client for the purpose of confirming or
facilitating a decision by the client or helping the client address problems or concerns. 

Tasks. When providing counseling, health care staff are responsible for:
• Helping clients to assess their own needs for services, information, and emotional support

• Providing information appropriate to clients’ identified problems and needs

• Assisting clients in making their own voluntary and informed decisions by helping them
weigh the options

• Helping clients explore possible barriers to the implementation of their decisions and help-
ing them develop the strategies and skills to overcome those barrier, and carry out their
decisions

• Answering questions and addressing concerns, and making sure the client understands all
the information they have received



Essentials
Few SRH or FP programs can afford to pay staff whose only responsibility is to be a coun-
selor. In addition, few sites have private spaces designated only for counseling. Thus, all staff
need to develop counseling skills and approaches to incorporate into all of their interactions
with clients, always respecting physical and auditory privacy and including the following
essentials:

• Compassion

• Common sense

• Communication skills

• Comprehensive, understandable information 

Principles
Because counseling is a form of client-provider interaction, the key principles for cultivating
good client-provider interaction also apply to counseling. In addition, providers should follow
these guidelines when counseling clients:

• Create an atmosphere of privacy, respect, and trust.

• Engage in two-way communication with the client.

• Ensure confidentiality.

• Remain nonjudgmental about values, behaviors, and decisions that differ from your own.

• Show empathy for the client’s needs.

• Demonstrate comfort in addressing sexual and gender issues.

• Remain patient with the client during the interaction and express interest.

• Provide reliable and factual information tailored to the needs of the client.

• Support the client’s rights to sexual and reproductive health.

(See also the accompanying PowerPoint presentation, “The Difference That Counseling Makes.”)

Addressing Staff Needs to Improve Client-Provider Interaction and Counseling 

Most of the interventions aimed at improving the quality of client-provider interaction and
counseling focus on training. Yet training is only one of the prerequisites of excellence in staff
performance. All of the staff needs listed below must be addressed in order to improve the
quality of client-provider interaction and counseling they provide. 

Needs of Health Care Staff 2

Facilitative supervision and management: Health care staff function best in a supportive
work environment with facilitative management and supervision to motivate and enable them
to perform their tasks well and better meet the needs of external clients.
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Information, training, and development: For a facility to provide quality health services,
staff must possess and continuously acquire the knowledge, skills, and attitudes needed to pro-
vide the best family planning and overall health services possible.

Supplies, equipment, and infrastructure: In order for health care staff to provide good ser-
vices, they need reliable and sufficient supplies, equipment in working order, and adequate
infrastructure.
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HANDOUT  4A Who Are Our Clients?

By the end of this session, you should be able to: 

• Identify the most common reasons why clients come for FP services

• Identify different categories of FP clients

• Explain why it is important to become familiar with each client’s situation and reproductive
health needs

• Identify the different information and emotional support needs of all FP clients and specific
population groups (e g., men, adolescents, HIV-positive clients)

Increasing the Efficacy of Counseling

FP counseling curricula usually focus on helping the new client choose a FP method. This cur-
riculum is designed to encourage you to think about FP clients more broadly and to consider
their individual counseling needs. Clients can be categorized in several different ways that can
facilitate your understanding of their needs and your ability to tailor counseling. For example:

• New versus returning clients

• Clients returning for resupply and/or routine follow-up versus those returning with problems

• Clients wishing to limit childbearing versus those wishing to space births
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• Providers need to quickly assess individual clients’ needs so they can serve them in an efficient
manner. Understanding who the client is and what his or her needs are helps the provider tailor
the counseling accordingly. This reduces the provider’s work, optimizes the amount of informa-
tion to be given to the client, and shortens the time needed for counseling. Client-centered
counseling also reduces the number of return visits and the likelihood of discontinuation of FP
use that sometimes results from poor counseling, misunderstandings, or incorrect use of the
chosen method. 

• Most FP clients are either return clients who are already using a method or new clients who
have a method in mind. Very few FP clients see a provider for assistance in choosing a
method. 

• Different population groups (e.g., men, women, adolescents, married, unmarried, HIV-posi-
tive clients) have different information and emotional support needs. 

• Likewise, clients’ informational and emotional support needs vary according to their fertility
plans (wishing to delay, space, or limit their childbearing), the timing and outcome of their
last pregnancy (e.g., postpartum, postmiscarriage, or postabortion), their medical history
and condition, and their individual risk for HIV and other sexually transmitted infections
(STIs). All of these factors must be taken into consideration, and they have implications for
counseling and the choices available to the client.



• Clients with special needs associated with a recent pregnancy (e.g., postabortion and postpartum)

• Special population groups (e.g., adolescents, men, people who are HIV-positive)

Understanding who the client is in relation to theses categories can help to guide the counselor in:

• Identifying needs and concerns

• Determining the knowledge clients have as well as any gaps in knowledge 

• Ascertaining what information to elicit from the client and to impart to the client

• Providing reassurance and support

• Ensuring and instructing clients in correct method use

To facilitate good client-provider interaction, providers should rapidly assess clients’ needs,
tailor their counseling accordingly, and use their time efficiently. Taking these steps will allow
more time for individuals who need help in choosing a method, resolving a problem, or
addressing a concern.

New versus Returning Clients1

The traditional approach to FP counseling focuses primarily on new clients who need to
choose a method, but the majority of new clients already know which method they want to
use. Most returning clients come for follow-up or supplies, and most of these clients are satis-
fied users who have no particular problems or concerns. Some clients return with side effects
or other method-related problems. These clients face different kinds of decisions when they
come for services. The table below shows one way to categorize the reasons for FP clients’
visits; it can be helpful in considering counseling needs. 

Even among new clients, most already have a method in mind. Only a small proportion need
help selecting a method. For example, a study in Indonesia found that 93% of new clients had
a method in mind.2 The provider’s role in working with these clients is to ensure that they
understand all aspects of their chosen method, including correct use and possible side
effects.
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1 Adapted from: Shelton, J., Kumar, J., and Kim, Y. 2005. Client-provider interaction: Key to successful family
planning. Global Health Technical Briefs. Baltimore: INFO Project.

2 Kim, Y. M., et al. 2003. Participation by clients and nurse midwives in family planning decision making in
Indonesia, Patient Education and Counseling 50(3): 295–302.

Four Types of FP Clients and Decisions They Face

New Client Method in mind

Decision: Is this method the best choice and can he or
she use it effectively?

No method in mind

Decision: Which
method to use

Returning Client Concerns about method

Decision: Should he or she continue to use the method 
or switch to a new method?

No major concerns

Decision: No 
decision to make



Fertility Plans 
Clients have different plans at different stages of their lives regarding having children. Those
who do not have any children and wish to delay their first pregnancies can be thought of as
delayers. Similarly, clients who have a child and want to delay their next pregnancy can be
thought of as spacers. Clients should be encouraged to wait three years between pregnancies
in order to reduce maternal and child health risks. Finally, some clients do not want any more
children; they can be considered limiters. Of course, there are also clients who want to get
pregnant right away. Family planning counseling is a good opportunity to give clients key
messages about the healthy timing and spacing of pregnancies (HTSP). (For more informa-
tion, see the cue card on HTSP in the Appendix A of this handbook.)

Special Population Groups
In many FP programs, services focus on married women. However, other individuals, includ-
ing unmarried people, adolescents (married or unmarried), and single men, also need and have
the right to access FP services, and their particular needs should be considered and addressed.
Minority groups, people who do not speak the national language, refugees, and people who
are HIV-positive often have needs that require special consideration and accommodation. 

FP Counseling Related to a Recent Pregnancy
To achieve the healthiest pregnancy outcomes, couples should wait at least two years after a
live birth and at least six months after a miscarriage or abortion before trying to become preg-
nant again. 

Postpartum and postabortion clients have particular needs related to initiation of FP use, as
well as emotional needs related to their personal circumstances (e.g., worries, stress or pain
they might be experiencing). The provider should assess the best timing for FP counseling for
these clients. 

The ideal time to initiate counseling for postpartum FP is during the antenatal period. Early
counseling allows sufficient time for the clients to make their decisions without the stress
associated with the delivery. It also helps to ensure that clients receive their method of choice
immediately after giving birth (immediately postpartum) should they choose postpartum
intrauterine device (IUD) use or female sterilization. Counseling clients just before delivery is
not appropriate. In such a case, sound decision making may be impaired by the stress the
client is experiencing. With such clients, a provider has the responsibility to confirm that they
are making an informed, voluntary, and sound decision. If there are signs of stress, the
provider should postpone the client’s counseling and decision making. The next appropriate
opportunity to counsel the client is after delivery but before she leaves the facility. At this
point, it may be too late to provide the client’s method of choice during or at the end of the
delivery, but this may help ensure that the client gets her method of choice before discharge or
that she returns later to get it at follow-up. Another consideration is the types of FP methods
that are appropriate at different times following delivery. For postpartum women, an important
factor to consider is breastfeeding. Most methods can be used by breastfeeding women. For
detailed information on FP methods and their use during the postpartum period, please refer to
the method-specific FP cue cards, particularly the cue card on postpartum FP (Appendix A).
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Providing FP counseling and methods also is one of the key elements of postabortion care.
The provider should decide about the best timing to initiate counseling for postabortion FP.
For postabortion clients, counseling before the procedure can only be an option if the client is
not under stress related to the procedure. This allows the client to receive her method of
choice immediately after the procedure (immediate postabortion) should she choose a
postabortion IUD. However, in this case, the stress that the client is experiencing may impair
sound decision making. With such clients, the provider has the responsibility to confirm that
they are making an informed, voluntary, and sound decision. If there are signs of stress, the
provider should postpone the client’s counseling and decision making. The next appropriate
opportunity to counsel such a client is after the procedure but before she leaves the facility. At
this point, it may be too late to provide some methods (such as the IUD) at the end of the pro-
cedure, but this may help ensure that a client gets her method of choice before discharge or
returns later to get it at follow-up. Use of any FP method can be initiated immediately
postabortion. For more information on postabortion use of FP methods, see method-specific
FP cue cards and the cue card on postabortion FP (Appendix A).
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HANDOUT  4B Providers’ Role in Supporting Clients
with Differing Needs

Cross-Cutting Needs of All Types of FP Clients

Clients Categorized by Reason for Visit
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Information Need Emotional Support Need Provider’s Role

Healthy timing and spacing of
pregnancy (HTSP)

Need for protection against HIV
and other sexually transmitted
infections (STIs)

Proper use, effectiveness, asso-
ciated benefits (e.g., protection
from HIV and other STIs), cost,
and side effects of various meth-
ods of FP

Signs of possible health risks
and complications]

Understanding of individual 
circumstances 

Encouragement to express
needs

Appreciation

Trust

Feeling of being welcome

Confidence

Reassurance about concerns,
doubts

Privacy, respect

Eliciting client’s circumstances,
medical and FP history, and
preferences 

Listening to client’s concerns
and questions

Providing correct information
about methods and concerns

Correcting misperceptions

Answering any questions

Validating concerns/fears

Reassuring and referring as
needed

Giving emotional support

Type of Client
Special 

Information Need
Special Emotional

Support Need*
Provider’s Role

New client—
no method in mind

Information on
appropriate
methods, including
possible side effects,
health benefits, and
health risks

Method-specific
information once
client makes a
decision (see New
client—method in
mind)

Feeling of being 
welcome (X)

Encouragement to
express needs

Appreciation (X)

Trust (X)

Explore client’s situation, inten-
tions, and method preference

Discuss methods suited to the
client’s needs

Help client weigh options, consid-
ering implications of each option

Provide information on how to use
method, cope with side effects, 
and when to seek care

(continued)

* Emotional support needs (marked with an X) represent a need that applies to all types of clients, but is more
significant for that specific client type.



Clients Categorized by Reason for Visit (cont.)
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Type of Client
Special 

Information Need
Special Emotional

Support Need*
Provider’s Role

New client—
no method in mind

Information on
chosen method

How to use

Common side
effects

Warning signs of
health risks and
complications

Feeling of being 
welcome (X)

Encouragement to
express needs (X)

Appreciation (X)

Trust (X)

Explore and confirm the client’s
decision by ensuring that it is well
considered

Ascertain whether client wants to
explore or consider other options

Quickly review alternatives, if the
client is unsure about the chosen
method and/or interested in
exploring other options

Support client’s choice

Provide information to help with
using the method, coping with 
side effects, and knowing when to
seek care

Returning
client—satisfied

Appreciation (X)

Feeling of being
welcome (X)

Confidence (X)

Confirm whether or not client is
using method correctly

Check to be sure the client has no
problems, health conditions, or
concerns

Provide services or supplies

Ask about changes in
circumstances that could affect risk
for HIV and other STIs, the
potential need for dual-method
use, or the appropriateness of the
current method

Returning
client—concerns or
problem

Information about
side effects
(causes, how long
they might last,
need to treat),
whether the client’s
problem might be a
sign of a
complication

How to manage the
side effect,
complication, or
problem 

Attentiveness to the
problem

Reassurance

Trust (X)

Encouragement to
express needs (X)

Flexibility in
addressing the
problem

Explore concerns about method
and confirm correct use

Help manage problems or side
effects

Confirm correct method use

Assist the client in deciding
whether to switch to another
method 

If desired, provide or refer client 
for a new method of FP

* Emotional support needs (marked with an X) represent a need that applies to all types of clients, but is more
significant for that specific client type.
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Clients Categorized by Fertility Plans

Type of Client
Special 

Information Need
Special Emotional

Support Need*
Provider’s Role

Delayer Information on long-
acting methods 

Information on method
chosen, including side
effects

Reassurance about
doubts, concerns

Encouragement to
express needs (X)

Explore client’s situation,
intentions, and method preference

Discuss methods suited to the
client’s needs

Help client weigh options, consid-
ering the implications of each 

Provide information about method
use, managing side effects, and
when to seek care for problems

Spacer Information on temporary
FP methods, including
long-acting methods

Information on method
chosen, including 
possible side effects,
health benefits, health
risks, and complications

Encouragement to
express needs (X)

Explore client’s situation,
intentions, and method preference

Discuss methods suited to the
client’s needs

Help client weigh options, consider-
ing the implications of each option

Provide information on method use,
how to manage side effects, and
when to seek care for problems 

Limiter Information on all methods,
with additional information
on long-acting and perma-
nent methods, including
side effects, health benefits
and health risks

Information on method
chosen, especially if surgi-
cal, emphasizing that it
should be considered per-
manent and irreversible

Encouragement to
express needs (X) 

Reassurance 
about concerns,
doubts (X)

Explore and confirm that client’s
decision is well considered

Discuss methods suited to the
client’s needs

Help client weigh options, consid-
ering the implications of each 

Provide information on method use,
how to manage side effects, and
when to seek care for problems 

Help clients communicate, discuss,
and negotiate with partner about
use of the method (X)

Wanting to get
pregnant

Information on how to 
discontinue the FP
method (if the client is 
still using one)

Information on recom-
mended three-year 
spacing between preg-
nancies (if applicable)

Information on preconcep-
tion care and antenatal
care

Encouragement
about the client’s
decision

Reassurance 
about concerns
and doubts about
pregnancy

Explore if the client is aware of 
the recommended three-year 
spacing between pregnancies (if
applicable)

Help client discontinue the method
(if provider’s help is needed)

Provide information on preconcep-
tion care and antenatal care

* Emotional support needs (marked with an X) represent a need that applies to all types of clients, but is more
significant for that specific client type.
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Clients Categorized by Population Group

Type of Client
Special 

Information Need
Special Emotional

Support Need*
Provider’s Role

Men Concrete
information on
methods and
reproductive
physiology

Trust (X)

Assertiveness from
the provider (i.e.,
willingness to talk in
a convincing way, in
concrete and
actionable terms)

Explore information needs

Affirm appropriate behaviors

Ensure knowledge of how to use
FP method

Do not make him feel ignorant

Unmarried
adolescents

Reliable, factual
information

Privacy,  respect,
and trust (X)

Serve as a reliable source of
information

Avoid being judgmental

Clients with high
individual risk for
STIs

Information on all
methods and how
they relate to
individual risk for
contracting STIs or
are protective
against STIs

Information on
condoms, dual
protection

Information on risk
reduction

Privacy (X)

Trust (X)

Help client weigh options,
considering his or her situation

Address need for protection
against STIs, including
dual-method use (or dual
protection) as an option

Clients living with
HIV

Information on all
methods and how
they relate to pres-
ence of HIV

Information on con-
dom use

Information on risk
reduction

Privacy (X)

Trust (X)

Help client weigh options, consid-
ering his or her condition

Address the client’s need for pro-
tection against STIs, including
dual-method use (or dual protec-
tion) as an option

* Emotional support needs (marked with an X) represent a need that applies to all types of clients, but is more
significant for that specific client type.
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Clients Categorized by Timing of Last Pregnancy

Type of Client
Special 

Information Need
Special Emotional

Support Need
Provider’s Role

Postabortion (or
miscarriage)

Timing of return to
fertility

Need to wait at
least six months
before getting
pregnant again, for
HTSP

Methods available
for postabortion use

Understanding of
physical and
psychological
distress

Explore underlying reasons for the
miscarriage, abortion, or unwanted
pregnancy (if applicable) to tailor
counseling accordingly

Help client understand immediate
return of fertility and consequent
need for FP, if pregnancy is not
desired

Help client weigh options (choose
a method), considering her
condition and situation

Postpartum Timing of return to
fertility

Need to wait at
least two years
before getting
pregnant again, for
HTSP

Issues related to FP
use and
breastfeeding

Methods available
for use in the
postpartum period

Effect of FP
methods on baby
and breast milk

Understanding of
physical and
psychological
distress 

Reassurance about
concerns, doubts

Help client understand the
relationship between breastfeeding
and contraception, including the
lactational amenorrhea method
(LAM) as an option for FP 

Help client weigh options (choose
a method) considering her
condition and situation

Interval See Clients Categorized by Reason for Visit
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HANDOUT  5 Factors Influencing Client Decisions

By the end of this session, you should be able to:

• Describe factors that influence clients’ FP decisions, including other RH considerations,
and their effects on counseling 

• Explain how the characteristics of different contraceptive methods may affect clients’ FP
decisions 

• Describe different FP needs that the client may have at different stages in life
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Essential Ideas—Session 5

• Counseling requires focusing on the circumstances, values, and needs that affect the client’s
decisions about fertility. Although individuals make their own choices, counselors must be
aware that a client’s choices may be influenced by his or her spouse, family relationships,
and/or community. 

• If the client wishes, the client’s partner should be included in the decision about contraception
and in part of the counseling session because the use of contraception affects them both.
Partners might be more supportive of contraceptive use if they are informed and involved in dis-
cussions early on. But in every case, each client should have some time alone with the counselor.

• Clients have different reproductive goals at different times in their lives. There is no right or
wrong sequence or path for clients to take. The provider should learn about the client’s current
and planned reproductive intentions, because some methods might be more appropriate than
others in helping the client achieve his or her current goals. The provider should tell the client
about the healthy timing and spacing of pregnancy (HTSP) and, when appropriate, indicate that
contraceptive methods and procedures like tubal ligation and vasectomy can also be used to
limit the number of children, if one’s desired family size has been achieved.

• For a client to use contraception consistently and to be reasonably satisfied with the method
chosen, the method must be compatible with the client’s lifestyle, including his or her sexual
relationships and behaviors.

• Individual factors that might influence decision making include the age, number, and gender
of the client’s children; the client’s health status; the client’s risk for STIs and HIV; the client’s
socioeconomic and education background; previous contraceptive use and experiences; nature
of the client’s relationship(s) with partner(s) (including existence of sexual coercion or abuse);
the client’s sexual life; and religious and personal beliefs. 

• Service factors include provider attitudes, knowledge, and skills; quality of counseling; availabil-
ity of FP methods and information, education, and communication (IEC) materials; accessibility
of service; and supervision to ensure that all of these elements are in place and working well. 

• Community influences can have a major impact on the clients’ knowledge and choice of FP
method. Word of mouth and gossip play an important role and sometimes reflect misinformation,
cultural norms, religion, politics, societal pressures, legal issues/considerations, and gender roles.

(continued)



Contraceptive Methods and Sexual Practices
People use contraception because they are sexually active or plan to be. Clients’ use of and
satisfaction with contraceptive methods are often related to the real or perceived effect of con-
traceptives on their sexual practices and enjoyment.
Clients must think about which FP methods will meet their needs and which ones might cause
problems for them. If problems occur, they might lead to discontinuation or incorrect and/or
irregular use of the method. For example:
• If spontaneity is important, methods that are tied directly to intercourse, such as condoms or

other barrier methods might not work as well. 

• Women considering hormonal methods or the IUD should think about whether menstrual
changes will cause problems for them or their partners. 

• For some, frequency of sexual relations will be a factor in choosing contraceptives.
Individuals who have sex occasionally or infrequently might prefer a method that can be
used as needed, such as condoms, rather than a method like the pill that requires doing
something every day.

• Clients with multiple partners should consider their need for both FP and protection from
HIV and other STIs. Individuals with more than one partner have a higher risk for STIs and
might want to consider dual-method use (using one method for contraception and one
method for STI protection) or condoms alone for both purposes (keeping in mind that con-
doms are a less effective FP method). 

• For clients whose partners will not cooperate with FP use, methods like condoms and natu-
ral family planning might not be ideal choices.

• Clients who need to conceal their sexual activities (e.g., unmarried adolescents) or their use
of contraception (e.g., clients whose partners do not approve) might want to consider meth-
ods that do not require obtaining supplies or daily use.

More effective methods give some people a greater sense of security; without the fear of preg-
nancy, these people might enjoy sex more.
• Whether a client is at risk for or has HIV or another STI might affect the type of contracep-

tion he or she uses.

• Clients who strongly associate fertility with their sexuality or self-esteem might not be
comfortable with permanent methods. 
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• In offering FP and reproductive health services, providers must be sensitive to the possibility
that clients have needs beyond those they initially identify as the reason for their visit. Nothing
that affects a client’s reproductive health happens in isolation. For example, issues like HIV sta-
tus and being immediately postpartum must be considered when choosing a FP method.

• Method characteristics include factors such as whether the method is provider controlled,
partner controlled, or user controlled, whether it requires partner cooperation, whether it
requires application/use with every instance of sexual relations, common side effects, and
whether it offers dual protection from STIs (including HIV) and from pregnancy.

Session 5



HANDOUT  6 Bringing in the Client Perspective

By the end of this session, you should be able to:

• Develop client profiles that reflect the range of clients who might seek FP services1

• Identify decisions that clients have to make and the information they need to make those
decisions

• Identify the emotions that clients experience 
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Essential Ideas—Session 6

• The client profiles developed in this session will be used throughout the workshop as part of
exercises, case studies, and role plays. Instead of using ready-made case studies, you will
develop the client profiles to make them as realistic and relevant as possible to the range of
clients and problems you see at your workplace. 

• The second use of client profiles is for reflecting on the feelings, thoughts, and impressions of
the portrayed clients as part of a structured exercise. This exercise will help you empathize with
those clients and puts the client perspective at the center of the workshop.

1 The client profiles are descriptions of typical clients; they are used throughout the training for role plays and
reflections on the client perspective.
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HANDOUT  7 Providers’ Beliefs and Attitudes

By the end of this session, you should be able to:

• Explain how providers’ beliefs and attitudes can affect their interactions with clients, both
positively and negatively

• Explain the importance of being aware of our own beliefs and attitudes so we can avoid
imposing them on clients or having them become barriers to communication

Beliefs and Attitudes in FP Counseling

Beliefs are important to individuals. They help us to explain how things work in the world,
what is right, and what is wrong. They usually reflect our values, which are influenced by reli-
gion, education, culture, and family and personal experiences. 

Our beliefs and values shape our attitudes and the way that we think about and act toward
people and ideas. Each interaction between clients and health care staff is influenced by the
attitudes of both the client and the provider. Every interaction that a client has with a health
care worker—from the time he or she enters the health care system until he or she leaves—
affects the client’s satisfaction with his or her care, how well he or she carries out decisions
made during the counseling session, and whether he or she comes back for follow-up if prob-
lems arise.

How we communicate our own beliefs, values, and attitudes (both verbally and nonverbally) is
an important part of our interactions with clients. Our beliefs often are so ingrained that we
are unaware of them until we confront a situation that challenges them.
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Essential Ideas—Session 7

• Beliefs are concepts and ideas that are accepted and thought to be true.

• Our beliefs shape our attitudes and thus the way we think about and act toward people and
ideas. Our beliefs and attitudes are often so ingrained that we are unaware of them until we
confront a situation that challenges them.

• How we communicate our beliefs and attitudes (both verbally and nonverbally) is an important
part of our interactions with clients. Every interaction between a client and health care staff,
from the moment he or she enters the health care setting until he or she leaves, affects the
client’s willingness to trust and share personal information and concerns, ability to listen and
retain important information, capacity to make decisions that appropriately address his or her
situation and meet his or her needs, and ability to commit to appropriate use of FP, follow treat-
ment regimens, or implement new health behaviors.  

• Everyone has a right to his or her own beliefs. However, as service providers, we have a pro-
fessional obligation to provide health care and to do so in a respectful and nonjudgmental man-
ner. Being aware of our beliefs and how they may affect others—both positively and negative-
ly—will help us to do that.



Our beliefs, attitudes, and values might affect how we treat clients and respond to their prob-
lems, needs, and concerns. For example, our private reaction to the client’s appearance, social
class, or reason for seeking health care might determine the gentleness or harshness with
which we treat them, how soon we serve them, and whether we consider their full range of
health care needs. Being aware of our values and attitudes can help us be more tolerant of
those whose values differ from our own by helping us separate our personal beliefs and atti-
tudes from theirs. Effective counselors are able to overcome their biases and provide services
in a nonjudgmental manner for all types of clients. When the counselor’s beliefs make him or
her uncomfortable talking about a particular FP method or SRH issue with clients, he or she
should refer the client to another service provider and try to overcome the discomfort by
learning more about the issue.
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Part II: 

Building Communication and
Counseling Skills 

Part II introduces the REDI framework for FP counseling, and helps
you build communication and counseling skills to carry out effective
FP counseling. 

Good counseling requires good communication skills. Counselors
need the ability to establish rapport, elicit information, and provide
information effectively in order to support clients’ informed and vol-
untary decision making. To effectively assess clients’ needs,
providers must couple open-ended questions that encourage clients to
talk about themselves with active listening skills and effective para-
phrasing to ensure comprehension. To give appropriate information,
providers must be able to effectively communicate their knowledge
about RH/FP issues. They must have the ability to explain things in
language and terms that the client understands (with or without the
help of visual aids), and they must be comfortable talking about
issues related to sexuality.

The sessions on counseling skills are organized by tasks that you are
expected to accomplish in a counseling session. For each counseling
task, the sessions first cover the theory behind the task and then use
the client profiles created in Part I to give participants the opportunity
to practice the skills and receive feedback. The Learning Guides for
FP Counseling Skills introduced in Session 8 provide guidance
throughout the training on how you are expected to perform the
counseling tasks.
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HANDOUT  8 Introduction to the REDI Framework

By the end of this session, you should be able to:

• Explain the importance of addressing clients’ social context when assisting them in making
decisions about FP 

• Describe how counseling supports clients’ informed and voluntary decision making

• Explain the importance of using a counseling framework flexibly 

• Describe REDI, a framework for FP counseling 

• Identify similarities and differences between REDI and GATHER (if optional activity
involving GATHER is used in the session)
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• REDI stands for rapport building, exploration, decision making, and implementing the
decision. The REDI framework:

•• Emphasizes the client’s right and responsibility for making decisions and carrying them out 

•• Provides guidelines to help the counselor and client consider the client’s circumstances and
social context

•• Identifies the challenges a client may face in carrying out their decision

•• Helps clients build skills to address those challenges 

• A framework is an aid—a means to an end, not the end in itself. Counseling should be client
centered. The REDI framework provides a structure and guidance for talking with clients, so
that providers do not miss important steps in the counseling process. However, too often
providers focus more on following the steps than on listening to the client and responding to
what he or she is saying. The bottom line in counseling is to understand what the client needs
and then help him or her meet those needs as efficiently as possible.

• No matter which framework is used for counseling, it is important to personalize counseling
sessions by exploring each client’s individual situation, as opposed to talking generally about
family planning methods or transmission and prevention of STIs. By personalizing the discus-
sion and applying it to the client’s specific situation, you can help clients better understand their
own risks so that they do not think of unintended pregnancy and HIV and AIDS as “things that
happen to other people.”

• Understanding and exploring the social context of decisions is critical in helping clients accu-
rately assess their risks of pregnancy and HIV and other STIs and make well-considered,
appropriate decisions. Social context encompasses the people (partners, family members, and
friends) and the factors that influence a client’s decisions, including the client’s power to make
autonomous decisions about sexual intercourse and about reproduction. Consideration of the
client’s social context also includes anticipating the ramifications of decisions for the client’s
social network (e.g., whether suggesting condom use to one’s husband could lead to violence
and/or marital problems).

(continued)
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Essential Ideas—Session 8 (cont.)

• The REDI framework moves away from traditional FP counseling that relies on routinely giving
detailed information about every FP method. It avoids overloading clients with unnecessary
information and instead emphasizes the client’s preferences, individual circumstances, and
sexual relationships and knowledge. In this way, the provider can help clients narrow down
their FP method choices more quickly and better tailor the information to clients’ needs. This
not only saves time, it also meets clients’ needs more effectively.

• REDI provides a useful framework but does not need to be followed in a scripted or strict man-
ner during a counseling session. REDI is merely a suggested guide for the steps and topics to
cover while the provider and client engage in an interactive discussion of the client’s needs,
desires, and risks.

• This framework fosters informed and voluntary decision making based on understanding one’s
situation and the risks of pregnancy and contracting STIs; and it considers the options available
for spacing or limiting childbearing.

• The REDI framework helps address the differing needs of clients: those who are new and have
already chosen a method and those who have not, and those who are returning clients,
whether they are experiencing problems or changes in personal circumstances or are merely
visiting the facility for a resupply of contraceptives.



PHASES AND STEPS OF REDI 
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Phase 1: Rapport Building
1. Greet client with respect

2. Make introductions (identify category of the client—i.e., new, satisfied return, or dissatisfied return)

3. Assure confidentiality and privacy

4. Explain the need to discuss sensitive and personal issues

Phase 2: Exploration
1. Explore in depth the client’s reason for the visit

(This information will help determine the client’s counseling needs and the focus of the counseling session.)

FOR NEW CLIENTS:

2. Explore client’s future RH-related plans, current situation, and past experience 

a. Explore client’s reproductive history and goals, while explaining healthy timing and spacing of
pregnancy (HTSP)

b. Explore client’s social context, circumstances, and relationships

c. Explore issues related to sexuality

d. Explore client’s history of STIs, including HIV

e. Explain STI risk and dual protection, and help the client perceive his or her risk for contracting
and transmitting STIs

3. Focus your discussion on the method(s) of interest to client: discuss the client’s preferred
method, if any, or relevant FP options if no method is preferred, give information as needed, and
correct misconceptions

4. Rule out pregnancy and explore factors related to monthly bleeding, any recent pregnancy
and medical conditions

FOR RETURNING CLIENTS:

2. Explore the client’s satisfaction with the current method used

3. Confirm correct method use

4. Ask the client about changes in his or her life (i.e., plans about having children, STI risk and
status, and so on)

For dissatisfied clients only: explore the reasons for the client’s dissatisfaction or the
problems, including the issue, causes, and possible solutions such as switching methods as
well as other options (if the client decides to switch methods, continue with Phase 3, Steps 2–5)

Phase 3: Decision Making 
1. Identify the decisions the client needs to confirm or make 

(for satisfied clients, check if client needs other services; if not, go to Phase 4, Step 5)

2. Explore relevant options for each decision 

3. Help the client weigh the benefits, disadvantages, and consequences of each option 
(provide information to fill any remaining knowledge gaps) 

4. Encourage the client to make his or her own decision

Phase 4: Implementing the Decision 
1. Assist the client in making a concrete and specific plan for carrying out the decision(s)

(obtaining and using the FP method chosen, risk reduction for STIs, dual protection, and so on)

2. Have the client develop skills to use his or her chosen method and condoms 

3. Identify barriers that the client might face in implementing his or her decision

4. Develop strategies to overcome the barriers

5. Make a plan for follow-up and/or provide referrals as needed
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HANDOUT  9 Sexuality

By the end of this session, you should be able to:

• Define the terms sex and sexuality
• Explain how sexual preferences and practices relate to the choice and use of FP methods

• Identify their personal biases and attitudes about various sexual behaviors

• Recognize that there are differences in perspectives on sexual behavior, including differ-
ences in what is considered normal or acceptable 

• Explain why it is important to be nonjudgmental about sexual behaviors when counseling
clients

Sexuality

Sexuality is an expression of who we are as human beings. Sexuality includes all of the feel-
ings, thoughts, and behaviors related to being male or female, to being attractive and being in
love, and to being in relationships that include intimacy and physical sexual activity. 

Sexuality begins before birth and lasts throughout a person’s life. Our sexuality is shaped by
our values, attitudes, behaviors, physical appearance, beliefs, emotions, personality, likes and
dislikes, religion, and all of the ways in which we have been socialized. Consequently, the
ways in which an individual expresses his or her sexuality are influenced by ethical, spiritual,
cultural, and moral factors. 

Essential Ideas—Session 9

• Sexuality can have an influence on clients’ choice of FP methods and continued use of the
method they choose.

• Discussing sexuality might reveal underlying issues and concerns that affect clients’ FP needs
and decisions. Sexuality is closely related to one’s individual risk for contracting STIs and ways
of reducing that risk.

• Discussing sexuality can improve the overall quality of care by fostering comfort and trust
between clients and providers.

• Providers often shy away from discussions of sexuality because of their own discomfort or
because they fear that such discussions might be culturally inappropriate or offensive to clients.

• The provider is responsible for being comfortable with introducing the subject of sexuality and
helping clients feel comfortable enough to respond to questions concerning their sexual behav-
ior. The provider should not question or judge sexual behaviors or practices. Rather, providers
should recognize the behaviors that clients might engage in and help clients’ consider those
behaviors when they are making decisions about FP.



Sexuality: 
• Is an expression of who we are 

• Involves the mind and the body

• Is shaped by our values, attitudes, behaviors, physical appearance, beliefs, emotions, per-
sonality, likes and dislikes, and the ways we have been socialized

• Is influenced by social norms, culture, and religion

• Involves giving and receiving sexual pleasure as well as enabling human reproduction

• Spans our lifetimes

Sexuality includes:
Sex
• The biological characteristics that make us male or female (anatomical, physiological, and

genetic) 

• Sexual activity, including sexual intercourse

Gender
• Gender: how an individual or society defines being female or male

• Gender roles: socially and culturally defined attitudes, behaviors, expectations, and respon-
sibilities attributed to males and females

• Gender identity: the personal, private conviction each of us has about being male or female

Aspects of Sexuality

1. Sensuality is how our bodies derive pleasure. It is the part of our experience that deals
with the five senses: touch, sight, hearing, smell, and taste. Any of these senses, when
enjoyed, can be “sensual.” Sensuality is also part of the sexual response cycle; it is the
mechanism that enables us to enjoy and respond to sexual pleasure.

Body image also is a part of sensuality. Feeling attractive and proud of one’s body influ-
ences many aspects of life.

The desire to be touched, held, or caressed is an essential aspect of healthy development
because it is about appreciating one’s body and understanding how it functions. Puberty
and adolescence are critical stages in the development of sexuality, and during this time
young people often develop strong pleasurable feelings about other people whom they
may or may not know—for example, pop stars, celebrities, or peers. The desire to hug,
kiss, or be physically intimate with others is an important step in young people’s sexual
development. This does not mean that young people act out such desires continually or
that they should be encouraged to do so, but experiencing such emotions and desires is
part of healthy sexual development.
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2. Intimacy is the part of sexuality that deals with the emotional aspect of relationships.
Our ability to love, trust, and care for others is based on our experience of intimacy. We
learn about intimacy from our relationships with those around us, particularly relation-
ships within our families.

Emotional risk taking is part of intimacy. To be truly intimate with others, a person must
open up and share feelings and personal information. We take a risk when we do this, but
intimacy is not possible otherwise. 

3. Every individual has his or her own personal sexual identity. Sexual identity has four
main components:

• Biological sex is our physical status of being either male or female.

• Gender identity is how we feel about being male or female. Gender identity starts to
form at about age 2, when a little boy or girl realizes that he or she is different from
people of the opposite sex. 

• Gender roles are the behaviors that society expects us to exhibit that are associated
with our biological sex. What behaviors do we expect of men and what behaviors do
we expect of women? And when did we learn to expect these behaviors? These sets of
behaviors are gender roles, and they begin to form very early in life.

• Sexual orientation is the final element of sexual identity. Sexual orientation refers to
the biological sex to which we are sexually and romantically attracted. Our orientation
can be heterosexual (attracted to the opposite sex), bisexual (attracted to both sexes),
or homosexual (attracted to the same sex). People often confuse sexual orientation and
gender roles. For example, if a man is very feminine or a woman is very masculine,
people often assume that these individuals are homosexual. However, they actually are
expressing different gender roles: Their masculine or feminine behavior has nothing to
do with their sexual orientation. A homosexual man may be very feminine, very mas-
culine, or neither; the same applies to heterosexual men. Also, a person may engage in
same-sex sexual behavior and yet not consider himself or herself homosexual.

4. Sexual health is the integration of the physical, emotional, intellectual, and social
aspects of being sexual in ways that enrich and enhance us—our personality, communi-
cation, and love. It involves our behavior related to producing children, enjoying sexual
relationships, and maintaining our sexual and reproductive organs. Issues like sexual
intercourse, pregnancy, and STIs are part of our sexual health. Sexual health also refers
to the rights to exercise control over one’s sexuality free of coercion or violence and to
receive information about sex.

Power Imbalances and Sex

Unfortunately, sometimes power is used to force someone to engage in sex when they do not
want to. This is not healthy and is often penalized by laws. Sometimes people misuse their
power to manipulate or sexually violate someone. Rape is a clear example of the abuse of power
to force someone to engage in sex. It is against human rights and outlawed in almost all coun-
tries. Sexual abuse and prostitution are other examples of the use of power to control others.
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How Sexuality Relates to FP Counseling

(Why is it important to address sexuality as a part of FP counseling?)
• Pregnancy is one possible outcome of sexual activity; STIs are another.

• Sexuality and sexual practices can have implications for a client’s decisions about contra-
ceptive method use and STI risk reduction.

• People might stop using a contraceptive method if they perceive it as interfering with the
sexual act or decreasing their sexual pleasure.

• Clients might feel reluctant to try a certain method (e.g., vasectomy or condoms) out of fear
that it will affect sexual pleasure or response (for themselves, their partner, or both).

• Clients might have underlying concerns about sexuality that are the real reason for a facility
visit or that are more important than the stated reason for their visit.

• A client’s needs might be related to sexual abuse or coercion, rape, or incest—issues that
need to be addressed in order to provide effective services.

• Discussing STI prevention must include discussing the specific sexual practices that place a
person at risk as well as sexual practices that are safer.

• Taking sexuality into consideration during counseling might help improve client satisfac-
tion with services and thus help to attract new clients and retain them.

• Exploring clients’ sexuality—rather than making assumptions about it—enables providers
to better tailor counseling to clients’ circumstances (e.g., frequency of sex, number of part-
ners, ability to discuss/negotiate with the partner, and so on).
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HANDOUT  10A Ensuring Optimal Communication

By the end of this session, you should be able to: 

Section I: Respect for Clients
• Explain the importance of showing respect for clients

• Describe at least two ways of showing respect for clients

Section II: Praise and Encouragement
• Explain how praise and encouragement can help to build rapport between providers and

clients

Section III: Nonverbal Communication
• Describe nonverbal behaviors (such as gestures and body language) and explain how they

can affect the client-provider interaction during counseling 

• Demonstrate the effect of tone of voice on communication

Section IV: Eliciting Information
• Describe two types of questions to use when attempting to elicit information from clients

• Explain the use and importance of open-ended (and feeling/opinion) questions in assessing
clients’ needs and knowledge

• Demonstrate how to convert closed-ended questions into open-ended questions

Section V: Listening and Paraphrasing
• Describe at least two purposes of listening as a key communication skill for counseling

• List at least three indicators of active listening

• Name at least two purposes of paraphrasing during counseling

• Demonstrate paraphrasing

Section VI: Challenging Moments in Counseling 
• Describe the appropriate provider attitudes when faced with challenging moments in coun-

seling 
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HANDOUT  10B Praise and Encouragement

Praise

Praise is the expression of approval or admiration. Praising reinforces good behavior by iden-
tifying and supporting the good things a client has done. For example, praising clients:
• Shows that you respect their concern for their health

• Acknowledges difficulties they might have overcome to come to the health care facility

• Expresses approval for positive choices and actions

Encouragement

Encouragement means giving support, courage, confidence, and hope. In the health care set-
ting, giving encouragement means letting clients or patients know that you believe they can
overcome their problems and helping them find ways to do so. For example, encouraging
clients:
• Points out hopeful possibilities

• Focuses on what is good about what they have done and urges them to continue

• Tells them that they are already helping themselves by coming to the health facility

See Handout 10-C for more examples.
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Essential Ideas—Session 10 (Section I: Praise and Encouragement)

• Praise and encouragement are more effective than scolding or arguing in helping clients to
acknowledge and solve their problems.

• Clients need praise and encouragement, but above all they need respect. Giving genuine
praise and encouragement to clients will show them that you respect their efforts deal with
health problems, no matter how misguided or uninformed those efforts may be.

• You can help build clients’ self-confidence by treating them like responsible adults. That too
can be reflected in praise and encouragement.

Adapted from: Tabbutt, J. 1995. Strengthening communication skills for women’s health: A training guide. New
York: Family Care International.
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HANDOUT  10C Examples of Using Praise and 
Encouragement
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Client’s Situation and Statement Provider’s response

Woman who comes late for an injection of
Depo-Provera: “I wanted to come for my
injection before now, but I couldn’t find anyone 
to look after my children.”

“I know that can be difficult. It is good that you
made the effort to come now.”

Woman who comes to the health care facility
with a side effect: “I hope you can help me—
my mother-in-law did not think it was necessary
for me to come.”

“It must have been difficult for you to decide to
come to the clinic. It is good that you came now.
Let’s see what we can do to help you.”

Parent of adolescent: “My teenage daughter
has been sleeping with her boyfriend because 
of pills she got from this health center!”

“I can understand your concern, and I’m glad you
came to discuss this.”

Adolescent: “I’ve been using the pill, but I forgot 
a couple and now my period is late.”

“You might be worried and it’s good that you
came to the clinic. I’ll help you to determine
whether you are at risk for pregnancy and
whether you might be pregnant.” 
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HANDOUT  10D Nonverbal Communication

Positive Nonverbal Cues

• Leaning towards the client

• Smiling (in a way that is culturally appropriate); not showing tension

• Avoiding nervous or inappropriate mannerisms

• Presenting facial expressions that inspire trust

• Maintaining eye contact with the client

• Making encouraging gestures, such as nodding one’s head

Negative Nonverbal Cues

• Reading from a chart

• Glancing at one’s watch

• Yawning or looking at papers or out of the window

• Frowning

• Fidgeting

• Not maintaining eye contact
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Essential Ideas—Session 10 (Section II: Nonverbal Communication)

• When we talk, the three key aspects of that communication—actual words, body language (i.e.,
the movements of our body and our gestures), and tone of voice—have varying effects on the
person(s) with whom we are interacting. U.S. research conducted in the 1970s showed that
55% of the impact of verbal communication was in one’s body language, 38% was in one’s
tone of voice, and just 7% was in the actual words used.1 Such nonverbal signals or cues can
communicate to clients our interest, attention, warmth, and understanding. Nonverbal commu-
nication has the greatest impact on what clients hear and perceive during counseling and on
other client-provider interaction.

• A good relationship with a client is based not only on what the client hears but also on what she
or he observes and senses about the counselor. 

• Nonverbal cues vary from culture to culture and sometimes among different groups within a
culture (e.g., men and women and adolescents and adults might show different nonverbal pat-
terns). The same nonverbal cue (e.g., a smile) might have different meanings in different cul-
tures and even within different population groups in the same culture. 

1 This information is taken from work by Albert Mehrabian that was published in 1971 (Mehrabian, A. 1971. Silent mes-
sages. Wadsworth, CA: Belmont). Of course, these percentages relate to interpersonal communication; they cannot be
generalized to all types of communication (e.g., e-mail, communication in a different language, etc.). However, they do
help to provide a more general understanding about the nonverbal aspects of communication. (See
http://changingminds.org/explanations/behaviors/body_language/mehrabian.htm for more information.)
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HANDOUT  10E Asking Questions during Counseling
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Adapted from: Tabbutt, J. 1995. Strengthening communication skills for women’s health: A training guide. New
York: Family Care International.

Essential Ideas—Session 10 (Section III: Asking Questions)

• Asking questions enables providers to accurately assess a client’s FP and SRH needs and
knowledge early in the counseling session and to involve the client actively throughout the ses-
sion. Questions should be used not only for eliciting information or facts about the client’s life
but also for exploring the client’s feelings and opinions. Asking about the client’s feelings helps
the provider assess and address the client’s needs for emotional support as well as other
needs. 

• Two categories of questions can be used to elicit different kinds of answers: Closed-ended
questions usually elicit only a very short response, often just one word, which is not as helpful
to the provider. Open-ended questions encourage longer, more detailed responses that might
include the client’s opinion or feelings.

• Closed-ended questions usually will be answered by a very short response, often just one
word. A closed question calls for a brief, exact reply, such as yes or no or a number. Closed
questions are valuable for quickly getting basic information about the client’s background, con-
dition, and medical history. 

• Open-ended questions are useful for exploring the opinions and feelings of the client, and
they usually call for longer responses. These questions are effective in determining what the
client needs (in terms of information or concerns to be addressed) and what he or she already
knows.

• Closed-ended questions can be used to ask about feelings, but they usually provide limited
insight. For example, the closed question might be “Do you feel okay?”, and the answer might
be “No.” You have to keep asking questions to find out what’s going on.

• Similarly, some open-ended questions might get very short answers. For example, the question
“What do you know about sexually transmitted infections?” might elicit the response “Nothing.”
But in general, open-ended questions are more likely than closed-ended questions to encour-
age the client to talk.

• Both types of questions have an important role to play in FP counseling. However, providers
historically have relied much too heavily on closed-ended questions and have missed a lot of
information that clients wanted to share but were never asked. Although we do not want to
eliminate closed-ended questions, we do want to increase the use of open-ended questions,
which can more effectively elicit feelings or opinions, in order to better assess the client’s infor-
mational and emotional needs and concerns. In addition, encouraging clients to ask questions
can often lead to additional information that will help the provider tailor the counseling session.



Why Do We Ask Questions during FP Counseling?

• To assess the client’s FP needs and knowledge

• To learn about the client’s medical status, previous contraceptive use, personal circum-
stances, preferences, and concerns

• To actively engage the client and elicit information about his or her needs, concerns, and
preferences

• To establish a good relationship by showing concern and interest

• To prioritize the key issues to target during the time available for counseling 

• To determine the educational or language level that will be best understood by the client

• To avoid repeating information that the client already knows

• To identify areas of misinformation that need to be corrected

Types of Questions

Closed-ended questions usually will be answered by a very short response, often just one
word. A closed-ended question calls for a brief, exact reply, such as “yes,” “no,” or a number.
These are good questions for quickly gathering important medical and background informa-
tion. For example:
• How old are you?

• How many children do you have?

• Do you have a method in mind?

• Are you confident that you can remember to take a pill every day?

• Is your house far from this clinic?

• When was your last menstrual period?

• Are you currently using an FP method?

Open-ended questions are useful for exploring more in-depth information as well as the
client’s opinions and feelings. They usually require longer responses and so are more effective
in determining what the client needs (in terms of information and emotional support) and what
he or she already knows. Such questions often start with the words “How,” “What,” or “Why.”
However, one has to be very careful, especially when using a “why” question, which might
sound confrontational and intimidating, as though you are questioning or doubting client.
“Why” questions can be softened by using phrases like “What are your reasons for . . .”, “What
made you . . . ”, “Can you tell me why . . . ”, and “Can you tell me the reasons why . . . ”. 

Examples of open-ended question include:
• How can we help you today?

• What do you like about the method you want to use?

• What have you heard about the method?

• How would you feel if you experienced changes in your monthly bleeding?

• What do you think could have caused this problem?
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• What did you do when you had this problem before?

• What have you heard about this FP method?

• What questions or concerns does your husband/partner have about using FP?

• What do you plan to do to protect yourself from getting a sexually transmitted infection
again?

• What made you decide to use the same method as your sister?

• Why do you want to change methods? (Better: Can you tell me why you want to change
methods?)

• Why did you stop using your last method? (Better: What made you stop using your last
method?)

• How do you remember to take your pill every day?

• What do you do if you forget a pill? What if you forget to take more than one pill?
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HANDOUT  10F Listening and Paraphrasing

Tips for Active Listening

• Establish and maintain eye contact.

• Demonstrate interest by nodding, leaning toward the client, and smiling.

• Sit comfortably and avoid distracting movements.

• Pay attention to the client (e.g., do not engage in other tasks while you are meeting with the
client, do not talk to other people, do not interrupt the client, and do not allow others to
interrupt).

• Listen to the client carefully. Do not become distracted and think about other things or
about what you are going to say next.

• Listen both to what your clients say and to how they say it, and make note of tone of voice,
choice of words, facial expressions, and gestures.

• Imagine yourself in your client’s situation as you listen.

• Allow for pauses of silence at times during your interaction so that the client has time to
think, ask questions, and talk.

• Encourage the client to ask questions.

• Encourage the client to continue talking by using expressions like “yes,” “hmm,” and “and
then what?” 

• Repeat what the client has said. (Note, however, that exact repetition of what the client has
said should be used sparingly. Instead, counselors should use paraphrasing or reflecting, as
discussed below.)
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Essential Ideas—Session 10 (Section IV: Listening and Paraphrasing)

• Active listening is a primary tool for showing respect and establishing rapport with clients. If a
provider does not listen well, a client might assume that his or her situation is not important to
the provider, or that he or she as an individual is not important to the provider. Developing the
trust needed for good counseling will be more difficult if the provider is not listening effectively.

• Active listening is also a key communication skill for counseling. It is important for most effi-
ciently determining what the client needs, what the client’s real concerns are, and what the
client already knows about his or her situation and options. 

• Paraphrasing, reflecting, and clarification are techniques used to enhance active listening.
Paraphrasing means restating the client’s message simply and in your own words. Reflecting is
recognizing and interpreting the client’s feelings and integrating what has been said into further
discussion. Clarification is asking questions to better understand what the client has said. These
techniques convey to the client that the provider is listening to what she or he is saying, help the
provider understand what the client has said, and encourage the client to continue talking.

• Clients should be encouraged to ask questions during counseling. The questions a client asks
can provide additional information about his or her needs, knowledge, and concerns.



• Paraphrase (state in your own words) what the client has said.

• Note and reflect the client’s feelings—that is, try to understand the feelings and emotions
behind what the client is saying, and integrate this information into further discussions.

Paraphrasing is restating what the speaker has said in your own words in order to demon-
strate attention and understanding, and to encourage the speaker to continue.

Paraphrasing Guidelines
� Listen to the speaker’s basic message.

� Give the speaker a simple summary of what you believe is the message. Do not add any
new ideas.

� Observe the client’s response and use it as a cue that confirms or denies the accuracy of
your paraphrasing, or ask that the client to let you know whether you have correctly under-
stood what he or she has said.

� Do not restate negative statements that people might have made about themselves in a way
that confirms this perception. If someone says, “I really acted foolishly in this situation,” it
is not appropriate to say, “So, you feel foolish.” Instead, you can try to understand the situa-
tion better by asking questions.

� Do not overuse paraphrasing. Paraphrasing is best used when the speaker hesitates or stops
speaking.

� Your objective is to encourage the person to continue speaking, so interrupting him or her
will be counterproductive. 

Reflecting means identifying and interpreting the feelings and emotions behind what is being
said, and integrating this information into further discussion: It is similar to paraphrasing, but
it also includes recognition and interpretation of what the client feels or thinks (see examples
below). 

Clarification is asking questions in order to better understand what the speaker has said.
Clarification is similar to paraphrasing, but the purpose is to ensure understanding rather than
to motivate the speaker to continue speaking.

Examples of Paraphrasing and Reflecting Statements
(“C” stands for client’s statement; “P” stands for the provider’s possible response)

C: “They say that the IUD causes pain in the abdomen.”

P (paraphrasing): “You heard that IUD causes pain in the abdomen?”

P (reflecting): “You mean, you are concerned about the IUD because of possible side
effects?”
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C: “Yes doctor, the pill worked very well for me.”

P (paraphrasing): “So it worked well for you?” 

P (reflecting): “So you are satisfied with the pill?” 

C: “My husband will get angry if he hears that I’ve come to the clinic.” 

P (paraphrasing): “Will he get angry if he hears that you are here now?”

P (reflecting): “Do you mean that you are afraid your husband will disapprove of your
coming here?”

C: “People say an injection makes cancer.”

P (paraphrasing): “People told you that it causes cancer?”

P (reflecting): “Are you concerned about the injection?”

C: “I want a method that lasts for two to three years.” 

P (paraphrasing): “You want a method that lasts for two to three years?” 

P (reflecting): “Do you mean you want to get pregnant afterwards?”

C: “My husband doesn’t like the IUD.”

P (paraphrasing): “He doesn’t like it?”

P (reflecting): “Are you saying he has concerns about how it will affect you or your rela-
tions with him?”

C: “This method is not good for me.”

P (paraphrasing): “Do you mean that it doesn’t work for you?” 

P (reflecting): “Are you having problems with it?”
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HANDOUT  10G Challenging Moments in Counseling
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Challenges Appropriate Provider Attitudes

1. Client becomes silent • Empathize with the client, telling him or her that you understand that
he or she might feel shy, and that many clients feel the same way

• Remind the client that everything discussed will remain confidential
• Reassure the client that nobody will overhear your discussion
• Stress the need to hear more about the client’s needs and situation to

be better able to help him or her
• Find out if there is a language barrier
• Check that the client is hearing properly
• Review your own communication skills 

2. Client cries • Show the client that you care in the way that is culturally most
appropriate (e.g., holding the client’s hand, touching him or her on the
shoulder, or giving a tissue)

• Show your understanding by reflecting the feelings of the client (e.g.,
“you must be very sad,” or “this must be worrisome”)

• Reassure the client that you will help him or her
• Explain that many clients in the same situation were able to overcome

this problem
• Switch to another topic; then continue with counseling

3. Client refuses help • Find out the cause and address it accordingly
• Tell client that he or she is free to decide what to do
• Explain that you are talking as a friend; you are not dictating anything
• Reassure the client that you are there to help any time

4. Client feels 
unimportant

• Tell the client that you care about him or her
• Praise the client for having come to the facility 
• Try to understand why the client is feeling that way
• Reassure the client that she or he is very important to his or her

children and family

5. Client is uncomfort-
able with the provider
(because of 
gender difference,
age difference, or sim-
ilar difference) 

• Remind the client that anything discussed will remain confidential
• Praise the client for coming to the facility
• Explain that you see many male and female clients from different age

groups, backgrounds, and so on
• Ask if the client would be comfortable more with another service

provider 
• Empathize with the client, explaining that you understand how he or

she feels
• Stress that you are equals, like friends



Challenging Moments in Counseling (cont.)
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Challenges Appropriate Provider Attitudes

6. Client accuses a
provider

• Find out if the client’s allegation is true 
•• If yes, explore and address the issue with the responsible service

provider 
•• If no, find the cause of the accusation and manage it

• Show empathy by saying that the client might feel angry and that you
understand his or her feelings

7. Provider believes that
there is no solution to
the problem the client
has come for 

• Seek assistance from peers, supervisors, or other health facilities

8. Provider makes mis-
take(s)

• Apologize and correct the mistake (if you have contradicted yourself,
admit that you have made a mistake and give the correct information) 

9. Provider doesn’t know
the answer to the
client’s question.

• Seek assistance from colleagues or supervisors
• Check reference materials 
• Refer the client 
• Convince the client that you will help him or her resolve the issue

10. Provider is short of
time

• Make sure you use the best questioning techniques to elicit the infor-
mation as quickly and efficiently as possible

• Prioritize the client’s problems (if he or she has more than one problem
to be addressed) and address the most urgent problem first; make an
appointment to resolve the other problem

• Refer the client to another service provider who is not busy



HANDOUT  11 Addressing Misconceptions

By the end of this session, you should be able to:
• Describe how to address misconceptions about FP methods 

• Demonstrate how to correct misconceptions

Handling a Client’s Misconception 

• Ask clients what they have heard about FP methods and what concerns they have about the
methods.

• Take the client’s concern or misconception seriously.

• Try to find out where the client heard the misconception or rumor.

• Explain tactfully why the misconception or rumor is not true.

• Find out what the client needs to know to have confidence in the FP method. Find out who
the client will believe.

• Give the correct information. Be aware of traditional beliefs about health because they can
help you both understand rumors and explain health matters in ways that clients can more
easily understand and accept.

• Encourage clients to check with a service provider if they are not sure about what they hear
about their method of choice or other methods after they leave the health care facility. 

Dealing with Rumors in the Community

• Find a credible, respected person (such as a community leaders or satisfied user) who can
tell people the truth and counter the rumor.  Meet with that person, explain the situa-
tion/rumors, provide correct information, and seek their help in ensuring that community
members receive the correct information.
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Adapted from: Rinehart, W., Rudy, S., and Drennan, M. 1998. GATHER guide to counseling. Population Reports,
series J, no. 48. Baltimore: Johns Hopkins University School of Public Health, Population Information Program.

Essential Ideas—Session 11

• If clients understand why misconceptions are untrue, they are more likely to believe the correct
information.

• Misconceptions can lead to discontinuation of FP methods. Thus, correcting misconceptions is
an important step in ensuring continued use.



• Try to figure out why the rumor started. If there was an FP-related complication that led to
serious illness or death, it might be necessary to provide accurate and understandable infor-
mation to the public to counter the rumors and fears that resulted.  

• If rumors appear in the media, your facility director might wish to act at the institutional
level.

• Encourage people to check first with service providers before they repeat rumors. 

• Make use of outreach workers, if they are available locally, to detect and correct rumors.
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HANDOUT  12A Filling Clients’ Knowledge Gaps

By the end of this session, you should be able to:
• Explain how to assess clients’ information needs—what topics to cover and in how much

depth

• List basic principles of information giving

• Describe a strategy for talking to clients about side effects

• Describe a strategy for telling clients about health risks and complications

• Demonstrate information giving for different FP methods

• List the side effects of four or five of the most commonly used FP methods (in your country)
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Essential Ideas—Session 12

• Clients need to know that they have options in their choice of an FP method and what those
options are. However, not all clients need comprehensive information about all FP methods. The
counselor should tailor the information for each client. Tailoring means adjusting the amount
and scope of information to the client’s interests and needs. Identifying these needs requires
exploring the reason for the client’s visit (new clients with a method in mind or no method in
mind, or clients returning with problems or returning for resupply or routine follow-up), whether
the client wishes to space or limit subsequent births, and what he or she already knows. See
Handout 12-B for guidance on how to tailor information for different client categories.

• There are limits to the amount of information people can understand and retain–a major reason
why counseling should not cover all details related to every method offered by an FP program.
If a client does not have a specific method in mind, the provider should first help the client elimi-
nate methods that do not meet his or her needs and then provide sufficient information to help
the client choose among those that are appropriate. The information imparted to clients during
this process should be fairly brief, nontechnical, and unambiguous. This approach enhances
understanding of the key information on the method (e.g., how to use it, and its side effects)
and also leaves time for questions, clarification and checking for comprehension. 

• The counselor should also personalize the information. Personalizing information means giv-
ing the tailored information in terms of what it means for the client. This is done by giving con-
crete examples that demonstrate how that piece of information relates to the client’s circum-
stances and daily life. This can serve as a reality check that helps the client understand what
the information means and its implications for him or her. See Handout 12-B for examples.

(continued)



70 Counseling for Effective Use of FP—Participant Handbook ACQUIRE Project/EngenderHealth

Session 12

Essential Ideas—Session 12 (cont.)

• All new clients should be told about the side effects of the method they are choosing and
should be prepared through counseling for how to manage them. Information about side effects
should be personalized so that clients can understand the implications for their lives and can
make informed decisions. Research has shown that clients who are informed about side effects
in advance are more likely to continue using the method if they experience side effects.
(Management of clients returning with side effects or other problems is covered in Session 24.) 

• Although complications are rare, clients should also be told about health risks and possible
complications associated with their chosen method. Health risks and complications should be
explained separately so that the clients do not mistake them for side effects that are more likely
to occur. The provider should explain that complications are rare events, describe the warning
signs of health risks and complications and explain when to seek medical care. (Management
of clients returning with side effects, health risks, complications, or other problems is covered in
Session 24.)

Adapted from: U.S. Agency for International Development. Technical Guidance/Competence Working Group
(TG/CWG). Recommendations for updating selected practices in contraceptive use.
Accessed at: www.reproline.jhu.edu/english/6read/6multi/tgwg/Tgrh03e.htm.



HANDOUT  12B How to Give Information

Principles of Giving Information

To confirm or make informed choices, clients need objective, accurate, useful, and under-
standable information. The information should include options that are suitable for the client
and an explanation of possible results. It should be tailored and personalized for the client.

Tailored information is information that is adjusted in amount and scope in response to the
client’s individual needs and circumstances. In the exploration step of REDI counseling,
counselors ask questions to learn what decisions the client has already made or is facing.
Similarly, to tailor information to the client’s needs, the counselor must explore what the
client already knows, determine knowledge gaps that need to be filled, and find out what the
client is interested in. As a counselor, you must also determine what methods are suitable for
the client, ruling out those that are medically contraindicated or that will not meet the client’s
expressed needs or circumstances. Then you can give specific information that helps the client
make or confirm decisions. To avoid overloading and confusing the client, skip information
the client already has or that is not relevant. 

How to Tailor Information

A new client with no method in mind will need a review or overview of all available FP meth-
ods. Methods that are irrelevant to the client’s needs may be mentioned by name without
going into details (e.g., if the client has stated that she is considering having children in the
future, methods like female sterilization and vasectomy should only be mentioned by name
because they are permanent). The counselor should also tell the client why he or she is not
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Principles at a Glance

• Tailor information to the client’s needs

•• Find out the client’s need or problem (method in mind? return client?)

•• Find out what the client already knows

•• Identify information gaps that need to be filled or misconceptions that need to be corrected

• Personalize information for the client

•• Put information in terms of the client’s situation

•• Help the client understand what the new information means to her or him personally (e.g.,
what would it take or mean to start a new method, to cope with side effects, to discontinue
or to switch to another method?)

• Make information understandable (use understandable language, speak clearly, use analogies)

• Put risks into perspective (e.g., the risks associated with carrying a pregnancy to term are
much higher that risks associated with using a contraceptive method)



going into detail about those methods (because the client is still considering having children in
the future). For new clients with a method in mind, information should start with and focus on
the preferred method. Other methods should be briefly mentioned for the purpose of ensuring
that the client is aware of them and that the client is making an informed and voluntary deci-
sion (i.e., the client is choosing the method in a fully informed manner). In such cases, if the
counselor sees an information gap related to other methods and detects that the client has that
method in mind but is not fully informed about all other options, the counselor should give
information about all other methods as appropriate. “As appropriate” means tailoring. 

Returning clients do not need to receive a review of contraceptive methods unless they are
considering switching to another method. Information should be limited to the problem or
need for which the client has come to the facility (e.g., resupply or routine follow-up).

Personalized information is information placed within the context of the client’s situation.
Personalizing the information helps the client understand what the information means to her
or him in particular. For clients who are considering a method, this means providing concrete
examples of what using that method would mean with regard to their circumstances and daily
life. For example: “This means that each month you have to take that two-hour bus ride to the
town from your village to come to the clinic for your injections.” This is what “coming back
to the clinic each month” means for that client. In a way, personalizing the information is a
reality check that helps the client understand what the information means and implies for him
or her.
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Example: Information for a woman deciding on whether to use oral contraceptive pills

Good: “Pills have to be taken regularly.”

Better (tailored): “You will need to take a pill at the same time every day.”

Best (tailored & personalized): “You mentioned that your schedule is different every day. To ensure
that the pill is effective, you need to take it at the same time every day. You might take your pill
every morning when you get up or every night with your evening meal. How will this work for you?”



Helping Clients Remember Information

1. Choose appropriate language. Determine what language and terms to use based on the
clients knowledge and comfort.

2. Start with what is best known. Start with information or facts that the client already
knows. Then move on to areas or topics that are new to the client, always making the
link between the topics. 

3. Keep it short. Choose the most important points that the client must remember. 

4. Keep it simple. Use short sentences and common words that clients understand. 

5. Put information in perspective. Say, for example, the risk associated with using the pill
is less than the risks associated with pregnancy. 

6. Use examples from everyday life. In rural communities, you can use crops as an exam-
ple to convey the benefits of spacing and providing adequate care and nutrition.
Children, like crops, do better when they are spaced and given proper attention and nutri-
tion. 

7. Point out what to remember. For example, say “These three points are important to
remember.” Then list the three points. The most important points to remember are what
to do and when.

8. Put first things first. Give the most important information first. It will be remembered
best. Follow a logical sequence.

9. Organize. Put information in categories. For example, say “There are four medical rea-
sons to come back to the clinic.”

10. Repeat. The last thing you say should remind the client of the most important instruc-
tion. 

11. Show as well as speak. Sample contraceptives, flipcharts, wall charts, and other pictures
reinforce the spoken word. 

12. Be specific. For example, “Take the pill regularly every day” is not clear or easy to fol-
low. Instead, say “You should take pills at the same time every day. Otherwise they are
less effective. To make remembering this easier, you can take them along with doing
another activity that you do every day at the same time, like brushing your teeth. So, if
you place your pill packet near your toothbrush, you can remember to take the pill at the
same time every day.”

13. Make links. Help clients find a routine event that reminds them to act. For example,
“When you first eat something each day, think about taking your pill at that time.” Or,
“Please come back for your next injection in the week after the summer festival.”

14. Check understanding. Ask clients to repeat important instructions. This ensures that
they understand the information they have been given and helps them remember it. You
can use the opportunity to gently correct any errors.

15. Send it home. Give the client simple print materials to take home. Review the materials
with the client first. 
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HANDOUT  12C Using REDI to Give Key Information on
Contraceptive Methods

Information about FP methods is given to clients at various times and in varying degrees of
detail during counseling. During the exploration phase of REDI, new clients receive the
essential information that will help them compare and eliminate FP methods in order to
choose the method that best meets their needs. This information includes what the method is,
its effectiveness, expected side effects, possible health risks and complications, health bene-
fits, how it is used and obtained, when the client should return for follow-up, and whether it
offers protection from HIV and other STIs. 

Clients might not need all of this information before making a decision. For example, just
knowing the effectiveness of methods might be sufficient to help some clients eliminate a
number of methods. A client desiring permanent contraception can easily eliminate temporary
methods, and some clients might eliminate hormonal methods right away, just because they
cannot tolerate their side effects. Presenting the methods in a structured way—that is, classify-
ing them as temporary or permanent; hormonal or nonhormonal; male or female; short acting
or long acting—helps both the provider and the client eliminate methods that are not relevant
to the client’s needs. 

Before the decision-making phase of REDI, clients will have narrowed their choices to one or
two methods. Then, before they make their decision, they will need more detailed information
on those one or two methods in order to compare them to each other and consider their suit-
ability for their personal circumstances. At this point, the provider should help the client con-
sider the consequences of his or her options (see Session 17).

During the last phase of REDI, implementing the decision, the information given to clients
should focus on how to use the method, the problems or barriers that might arise during use
(e.g., side effects), and what the client should do if they occur (see Session 19). 

Key Information for Clients Choosing a Contraceptive Method1

Effectiveness. Effectiveness should be explained in easily understood terms. Providers must
emphasize that client-controlled methods (e.g., oral contraceptives, barrier methods, natural
family planning, and the lactational amenorrhea method) can effectively prevent pregnancy
but only if correctly and consistently used. On the other hand, long-term and permanent meth-
ods (e.g., sterilization, implants, and IUDs) are nearly 100% effective once properly adminis-
tered by the provider.
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1 Adapted from U.S. Agency for International Development. Technical Guidance/Competence Working Group
(TG/CWG). Recommendations for updating selected practices in contraceptive use.
http://www.reproline.jhu.edu/english/6read/6multi/tgwg/Tgrh03e.htm.



Counseling can help clients weigh the tradeoffs between effectiveness and other features of
various methods and consider the use of short-term methods in the context of their (and their
partners’) daily lives. For clients choosing short-term methods, counseling should include
plans for correct, consistent use. Issues to consider include whether the client is able and will-
ing to delay intercourse in order to insert a spermicide, take a pill every day at the same time,
or return for the next injection at the required time. It is also useful for clients to receive infor-
mation on how to use oral contraceptives as emergency contraception and where prepackaged
emergency contraceptives can be obtained.1

Side effects, health benefits, health risks, and complications. Clients need information
about common side effects and how to manage them. Information on the health benefits of
methods helps clients make their decisions. Clients should also be advised about signs of pos-
sible health risks and complications and urged to seek immediate help should they occur.
Providers should invite clients to return for advice if they have problems and reassure them
that they can change methods if they are dissatisfied. 

The Demographic and Health Surveys and other research studies have identified side effects
and perceived health problems as the major reasons clients give for stopping FP use; and fear
of these effects is major reason for not adopting modern methods in the first place.2 One
African study found that women who receive inadequate counseling about side effects are
more likely to become FP dropouts when they experience side effects, while those who are
fully counseled on side effects are likely to continue using contraception—either with the
same method or a different, more acceptable method.3 In China, women who received pre-
treatment counseling about the side effects of depot medroxyprogesterone acetate (DMPA)
and ongoing support while they used the method were almost four times more likely than
women not counseled to continue with that method.4

Women who experience side effects for which they are not adequately prepared might worry
that their health is endangered or that the side effect, even if not dangerous, might be perma-
nent and debilitating.5 They might even blame the method for unrelated ailments. Such worry,
followed by discontinuation, is likely to discourage others from using the method, because
concerns spread by word of mouth.6 In addition, if clients have misperceptions— such as
about the health and/or libido effects of male and female sterilization, the health consequences
of menstrual disruption, the possibility of an IUD traveling outside the uterus, or the accumu-
lation of pills in the body—respectful clarification is called for. 
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2 Ali, M.M., and Cleland, J. 1996. Determinants of contraceptive discontinuation in six developing countries.
Paper presented at the annual meeting of the Population Association of America, New Orleans, USA, May
8–11.

3 Cotton, N., Stanback, J., Maidouka, H., Taylor-Thomas, J., and Turk, T. 1992. Early discontinuation of contra-
ceptive use in Niger and the Gambia. International Family Planning Perspectives 18(4):145–149. 

4 Lei, Z., Wu, S.C., Garceau, R.J., Jiang, S., Yang, Q.Z., Wang, W.L., et al. 1996. Effect of pretreatment counsel-
ing on discontinuation rates in Chinese women given depo-medroxyprogesterone acetate for contraception.
Contraception 53(6):357–361. 

5 Mtawali, G., Curtis, K., Angle, M., and Pina, M. 1994. Contraceptive side effects: Responding to clients' con-
cerns. Outlook 12(3):X-X.

6 Bongaarts, J., and Watkins, S.C. 1996. Social interactions and contemporary fertility transitions. Population
and Development Review 22(4):639–682.



Possible health risks or complications and their warning signs should be explained separate-
ly. The client should not get the false impression that rare complications are as common as
side effects. See Handout 12-D for guidance on how to cover side effects and health risks and
complications during counseling. 

Providers and clients should discuss other important features—the advantages and disadvan-
tages—of the method. However, providers should keep in mind that perceptions of advantage or
disadvantage vary widely among individuals and couples. For example, some women might
want the highly effective, continual protection offered by the IUD or implant, while others might
feel uncomfortable about a “foreign object” in their body or might want control over when to
stop using a method. Some want methods with the fewest side effects and others want a method
that does not require application at the time of having intercourse. Clients also assess the mode
of application differently: Some favor injections, while others shun them; some reject implants
because they might be seen and recognized by others, while others cannot remember to take
pills; some want condoms because they offer dual protection, while others find them unpleasant.

How to use and how to obtain method or what to expect during the procedure. Clients need
brief, specific, and practical information on how to use their selected method and an explanation
of how the method works. This is particularly important if the client has misconceptions (e.g., that
the oral contraceptives need be taken only when intercourse occurs). Clients also need informa-
tion on how and where to obtain their selected method and—for injectables, IUDs, implants and
sterilization—what to expect during the procedure they will undergo. Clear, specific instructions
are associated with better client adherence and outcomes, and instructions are essential for coun-
seling on user-dependent methods such as oral contraceptives and barrier methods. Clients might
need to develop strategies for how to use these methods consistently and correctly, and they might
need the counselor’s advice on what to do if the method fails (e.g., a condom breaks) or is used
incorrectly (e.g., skipping pills). Programs that offer or refer women for reproductive health edu-
cation support the correct use of FP methods by increasing clients’ knowledge of the reproductive
system, how pregnancy occurs, and how contraception works. In cases where the client’s method
of choice cannot be provided immediately (e.g., booking at a later date for female sterilization, or
referring to another site for IUD or implant insertion), the provider should counsel the client and
provide the client with a method to be used in the interim (condoms, etc.).

When to return. Clients need advice on when to return for follow-up or resupply. The follow-
up visit is a good time to reinforce the importance of correct and consistent use of client-con-
trolled methods and to ask whether the client is experiencing any unpleasant side effects that
need management. If a client has developed medical contraindications to the method or has
experienced a change in life stage, circumstances (e.g., a desire to get pregnant in six months),
or lifestyle (e.g., the client now has multiple partners), the client should return to the facility
and might wish to change or discontinue FP methods. In addition to scheduling return visits,
providers should tell clients that they are welcome to return to the facility any time they have
questions or concerns. Clients choosing implants might need help remembering when to have
the implants removed—follow-up visits can help—and should be told that they can have the
implants removed at any time before that date as well. In addition, the provider should give
the client a piece of paper that shows the date of the return appointment.
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Prevention of HIV and other STIs. As the prevalence of HIV and other STIs has increased,
risk assessment and prevention messages are increasingly being integrated into FP counseling.
Programs are also increasingly finding ways to approach treatment and referrals for STIs.
Clients should know whether their FP method protects them against STIs and that abstinence
and the consistent use of condoms are the most effective means of protection available.7 Those
who use long-term and permanent methods might be less likely to use condoms for protection,
possibly because contraception is a lower priority or because they no longer associate having
intercourse with the need for protection. Some—especially young adults or teens—might incor-
rectly believe that all contraceptives protect against HIV and other STIs. A study of adolescents
in Jamaica found that only about 25% of them knew that oral contraceptives did not provide
such protection.8 Providers should help clients assess their level of STI risk, stressing that the
behavior of one's partner can also put a client at risk.9 This information should be conveyed in a
way that is sensitive to the client (e.g., by saying “Many women may not be aware . . . ”). Clients
at high risk need special encouragement, skills, and support to use condoms in addition to any
other method they select; counseling the couple might be the most effective approach. If this is
not possible, helping clients build skills for negotiating condom use and communicating with
partners about intercourse would be effective ways of the supporting clients.
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HANDOUT  12D Talking about Side Effects, Health Risks,
and Complications

Side effects can result from medication, medical treatment, or a FP method. While bother-
some, most side effects are tolerable. Many side effects are not harmful and many go away
without treatment after a period of time 

Health risks and complications are much rarer than side effects. They can result from medica-
tion, medical treatment, using an FP method, or a medical or surgical procedure, but they can be
serious and usually require medical attention. Complication is the term used to describe conditions
that are specifically related to a clinical procedure, such as the puncturing of the wall of the uterus
during IUD insertion, infection at the insertion site of an implant, or bleeding after a vasectomy.

Many service providers believe that explaining side effects and possible health risks and com-
plications associated with FP methods scares away clients. Research shows the contrary.
Clients use their method longer when counselors have explained side effects in advance. In
addition to explaining side effects, the counselor should ask the client how he or she would
feel if the side effects occurred. Some side effects, such prolonged bleeding, might have social
or cultural implications (e.g., not being able to have sex, not being able to enter a house of
worship, being isolated). Service providers should tell clients that health risks and complica-
tions are possible but rare and briefly explain what they are. Once the client has chosen the
method (in the implementing the decision phase of REDI), service providers should explain
the warning signs of any possible health risks and complications. 

Session 12

Adapted from: Rinehart, W., Rudy, S., and Drennan, M. 1998. GATHER guide to counseling. Population Reports,
series J, no. 48. Baltimore: Johns Hopkins University School of Public Health, Population Information Program.

PREPARING THE CLIENT FOR COMMON SIDE EFFECTS

• New clients:

•• Always explain possible side effects

•• Explain that most people do not experience them but that many do (they are common but
are not a cause for concern)

•• Ask how the client would feel and cope if faced with the side effects

• Explain and reassure:

•• Why and how side effects occur

•• Many side effects are harmless and not signs of danger

•• Many side effects go away without treatment and many others can be treated

•• The client is always welcome to come back with any concerns or questions

•• Clients are always welcome to change methods

•• Always address the social and cultural implications of side effects, such as taboos during
bleeding

•• Help the client anticipate possible side effects and develop a strategy to cope if a side effect occurs
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For a list of side effects, health risks, and complications of contraceptive methods, see the
method-specific cue cards (Appendix A). 

For management of clients returning with side effects, health risks, and complications, see
Handout 23: Managing Side Effects and Other Problems.

80 Counseling for Effective Use of FP—Participant Handbook ACQUIRE Project/EngenderHealth

Session 12

TELLING THE CLIENT ABOUT HEALTH RISKS AND COMPLICATIONS

• Always tell clients about possible health risks and complications

• Put information on health risks and complications into perspective (help the client compare the
risk to other risks, such as risks related to pregnancy, delivery, or a surgical operation)

• Explain health risks and complications separately (not together with side effects)

• Explain signs of health risks and complications clearly, and urge the client to seek immediate
help should they occur

• Have clients repeat in their own words the signs of health risks and complications

• Explain and reassure:

•• Health risks and /complications are very rare

•• Clients are always welcome to come back with any concerns or questions



HANDOUT  13A Using Simple Language and Visual Aids
during Counseling

By the end of this session, you should be able to:

• Identify the colloquial terms that clients use to describe reproductive anatomy and physiolo-
gy as well as sexual practices

• Explain how visual aids should be used during counseling 

• Demonstrate the use of nontechnical language to explain reproductive physiology and med-
ical terms to clients
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Essential Ideas—Session 13

• For effective communication to occur, counselors must explain SRH issues in ways that clients
understand. Even when we feel that we know something very well, it can be hard to find simple
ways to explain it. This gets easier with practice.

• Choosing the correct words to use when discussing FP and SRH issues can be a challenge for
providers. Sometimes the words that come to mind are too clinical or might be considered
offensive. Providers must become familiar with the words that clients will understand and are
comfortable using.

• Providers should not feel obliged to use words they consider offensive. However, they should
be able to identify the words a client uses for particular body parts or activities and then explain
to the client that when a particular term is used, it refers to this.

• If a provider is comfortable enough to use local/colloquial terms as a bridge for understanding,
using them will help the client to overcome his or her embarrassment about discussing these
subjects. Helping providers feel more comfortable using colloquial terms and hearing them from
clients is an important aspect of this training.

• Asking what the client already knows is essential. The client’s lets the provider know what type
of terminology—i.e., slang, common words, or medical terms—the client will understand and
will give the provider a way to reinforce the client’s current knowledge and to correct inaccura-
cies. 

• Not finding out first what the client already knows can lead to two common errors: explaining at
a level beyond the client’s comprehension, or wasting time explaining what he or she already
knows (perhaps insulting or frustrating the client in the process).

• The provider will rarely have enough time in counseling to explain everything that the client
needs to know. The information-giving process is much more efficient if basic information about
anatomy and physiology and key medical terms are explained in group-education before coun-
seling. Then, during counseling, you can quickly review the information to see what the client
did or did not understand and what questions he or she might still have.

(continued)
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Essential Ideas—Session 13 (cont.)

• Talking about sexual body parts and processes makes a lot of people very nervous. Many peo-
ple show nervousness by laughing. This is normal and good for relieving some of the tension.
However, training and counseling must be conducted in a respectful manner. Just as making
sexual jokes is not appropriate in the training setting, likewise it should not be allowed between
clients and providers.

• Having visual aids around the facility is helpful but not sufficient for providing the necessary
education. Clients might be embarrassed by drawings of reproductive anatomy or confused by
the representation of internal systems. 

• To be effective, visual aids must be explained to clients, not just given to them.



HANDOUT  13B Using Visual Aids for Counseling

Using Information, Education, and Communication Materials

Information, education, and communication (IEC) materials are visual aids that can help
clients understand and remember what has been discussed during counseling or at the facility.
They might include sample contraceptives, wall charts, take-home pamphlets, wallet cards,
brochures, booklets, posters, pictures, models, audiotapes, videotapes, drawings, and dia-
grams. IEC materials can be used to:

1. Get clients’ attention

2. Start a discussion and help clients ask questions and make decisions 

3. Provide illustratations of anatomy and contraceptives that might not be familiar to clients 

4. Make comparisons between different contraceptive methods 

5. Demonstrate what is involved in medical procedures (e.g., IUD insertion)  

6. Demonstrate physiological processes (e.g., development of a fetus)

7. Demonstrate physiological or contraceptive features that one cannot see (e.g., the position
of an IUD in the uterus) or point out objects such as sexual organs

8. Assist with explaining sensitive and/or complicated subjects like FP and risk related to STIs 

Some features of particular IEC materials include the following:

• Clients can take printed materials home. 

• Clients can share printed materials with partners and friends.

• Giving brochures to clients helps them remember essential information and instructions
about family planning methods or procedures.

• Posters can be used to introduce a new SRH service.

• Flipcharts (illustrated flipbooks) can be used to present step-by-step instructions.

Tips on Using IEC Materials*

• Make sure clients can clearly see the visual materials as you explain them.

• Start by asking the client what the picture looks like to him or her. The next step is to iden-
tify parts of the picture that the client knows and then go on to those that he or she is not
familiar with.

• Explain pictures and point to them as you talk.

• Look mostly at the client, not at the flipchart or poster.
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• Change the wall charts and posters in the waiting room from time to time. This will draw
attention to them so that clients can learn something new each time they come to the facility.

• Use sample contraceptives when explaining how to use them. Invite clients to touch them.
Clients can practice putting a condom on a model penis, a stick, or a banana. Clients might
want privacy when they practice.

• If possible, give clients pamphlets or instruction sheets to take home. They can be helpful
reminders of correct method use. Be sure to go over the materials with the client. 

• Suggest that the client show take-home materials to other people.

• Small flipcharts are not appropriate for use with large groups.

• Order more materials before they run out.

• Make your own materials if you cannot order them when they run out.

Challenges in Developing and Using IEC materials

1. IEC materials should be carefully developed to focus on and highlight key information. If
they contain too much information, the intended message might not be easily understood
and clients may have difficulty in remembering key concepts.

2. Unless the health care provider reviews materials with clients, there is no chance for the
client to discuss them. 

3. Using pictures is essential when working with clients who are illiterate or who speak a dif-
ferent language than the counselor. 

4. Print materials are easy to lose and often are thrown away without being read. In addition,
they can be expensive to produce
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HANDOUT  13C Female and Male Reproductive Systems

Female Anatomy and Physiology

Women have two ovaries, which produce eggs and female hormones. Female hormones give
women their female characteristics (e.g., breasts and the way their voices sound) and their
sex drive. One of the ovaries releases one egg once a month (as the release of the egg is
called ovulation).

Each ovary is connected by a fallopian tube to the uterus (or womb). When an egg is
released from the ovary during ovulation, it travels through one of the fallopian tubes to the
uterus.

The cervix is the narrow neck of the uterus that connects the uterus with the vagina. The vagi-
na is the passage that connects the uterus with the outside of the body. 

To start a pregnancy, a man and a woman have sexual intercourse, and the man ejaculates in
the woman’s vagina. The ejaculated sperm from the man then travels from the vagina through
the cervix and the uterus until it reaches the fallopian tubes. Fertilization (conception) occurs
when the man’s sperm (“seed”) enters the egg; this usually happens in the fallopian tube.
Pregnancy occurs when a fertilized egg travels down the fallopian tube and attaches itself to
the inside wall of the uterus. This is where the fertilized egg grows into a baby over the course
of nine months.

When a woman of reproductive age is not pregnant, her uterus sheds its lining, which includes
a lot of blood, every month. This is called menstruation. Menstrual blood is expelled from
the woman’s body through the cervix and then through the vagina. The vagina is also the pas-
sage (the birth canal) through which a baby passes during delivery. The cervix has to widen to
let the baby out. This occurs when a pregnant woman goes into labor. 

The clitoris is a small bud of tissue and nerve endings covered with a soft fold of skin. It is
located above the urinary opening, which is just above the opening to the vagina. It is very
sensitive to touch. During sexual arousal, the clitoris swells and becomes erect. It plays an
important role in a woman’s sexual pleasure and climax (orgasm). The vulva is the area
around the opening of the vagina, including the folds of skin (labia), the clitoris, the urinary
opening, and the opening to the vagina itself. Many areas of the vulva are also sensitive to
touch and play a role in female orgasm.
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Male Anatomy and Physiology

The testicles produce sperm and male hormones. Male hormones give men their masculine
characteristics (e.g., facial hair and muscles) and their sex drive (desire for sexual intercourse).  

The scrotum is the sack of skin that holds the two testicles.  

Sperm are “seeds,” the cells that enter a woman’s egg during fertilization. After being pro-
duced in the testicles, the sperm are stored in the epididymis, a long, curled-up tube above
each testicle.

When the man’s body is ready to release sperm, the sperm leave the epididymis and travel
through the vas deferens. The vas deferens loop over the bladder and joins the seminal vesicles,
two pouches located on either side of the prostate gland. (One vas deferens leads from each testi-
cle to a seminal vesicle.) The seminal vesicles add fluid that energizes the sperm. 

The prostate gland is located at the base of the bladder. It produces the majority of the fluid
that makes up semen. The prostate fluid is alkaline (basic), which protects the sperm from the
acid environment in the woman’s vagina.

Semen is the liquid that comes out of the penis when a man climaxes and ejaculates. It con-
tains sperm and fluids from the seminal vesicles and the prostate gland. Sperm make up only a
tiny amount of the semen. After a man has a vasectomy, semen is still produced, but it no
longer contains sperm.

Semen passes from the prostate gland, through the urethra, and out through the penis. During
sexual intercourse, the man puts his penis into the woman’s vagina and semen is released
during ejaculation. The urethra is also the tube that carries urine from the bladder when a
man urinates. However, when a man ejaculates, a valve at the base of the bladder closes so
that no urine can come out with the semen.

Cowper’s glands are two small glands that release clear fluid into the penis just before ejacu-
lation. Their purpose is probably to help clean out the acid in the urethra (from urine) before
the sperm pass through. This fluid can also contain some sperm or infectious microorganisms.
Because the man cannot feel or control this fluid when it comes out, it is important for him to
use a condom for all contact between his partner and his penis, if there is any concern about
pregnancy or disease.

Other Reproductive Health Terms

When a couple has sex but the man or woman (or both) do something to stop the man’s sperm
(seed) from joining the egg, this is known as contraception.

The genitals are the external sexual organs, usually considered to include the penis, scrotum,
vagina, labia, and clitoris.
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A miscarriage occurs when a woman is pregnant but the lining of the womb comes out of the
womb, along with the developing baby, before the developing baby is old enough to survive
outside the womb. This ends the pregnancy.

An abortion is when a pregnancy is ended prematurely (before survival outside the uterus is
possible). Abortions may be spontaneous (i.e., a miscarriage) or induced (when the woman
does something or a medical procedure is performed to end the pregnancy).

In countries where female genital cutting (also referred to as female genital mutilation or
female circumcision) is practiced, either the clitoris alone or the clitoris and the labia are
removed. Some types of cutting also involve sewing the labia together.1 Female genital cutting
is a harmful practice that can lead to serious complications, including difficulty during child-
birth.

Sexually transmitted infections (STIs) are infections that are passed from person to person,
primarily by sexual contact. They are also known as sexually transmitted diseases (STDs) or
venereal disease (VD). Some STIs can be passed to a baby during pregnancy, delivery, or
breastfeeding. Others can be passed through unclean surgical instruments, injection needles,
and skin-cutting tools, as well as through blood transfusions.

Discharge is anything moist that comes from the vagina or penis, not including urine. There is
normal discharge, such as blood during a woman’s menstruation and a clear, slippery or sticky
wetness around the time of ovulation. So, different types of discharge throughout the month
are normal for women. When there is a change in the character of the discharge, such as a
change in the way the discharge looks or smells, it might be a sign of an infection. This
applies to both men and women. The discharge might become white, yellow, or slightly green-
ish; it might smell like yeast or cheese. When men or women experience abnormal discharge,
they should be told to see a service provider, and treatment might be necessary.
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Female Reproductive System
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Male Reproductive System
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HANDOUT  14 Exploring Clients’ Sexual Relationships

By the end of this session, you should be able to:

• Explain to clients that sensitive and personal issues and sexual relationships and behaviors
will be discussed in counseling

• Identify a strategy to introduce sexuality during counseling 

• Demonstrate comfort when introducing the topic of sexuality with clients

• List at least three questions that providers can use to help clients explore their sexual lives,
including the social context of their sexual relationships
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• It is the provider’s responsibility to be comfortable with introducing the subject of sexuality and
to help clients feel comfortable about responding to questions concerning their sexual behavior.
Providers should not question different sexual behaviors or practices or judge whether they are
right or wrong; rather, they should recognize that these behaviors exist and that they should be
considered when helping clients make decisions. 

• Sexuality should never be the first thing that a provider talks about with a client.

• There are several ways to help clients understand why providers need to ask personal and
sensitive questions and to help them feel more at ease in answering them. When initiating a
discussion about sexuality, the provider should:

� Explain the reasons for asking questions about sexuality (see Handout 9 for the list of rea-
sons)

� Explain the importance of discussing sexuality, and assure the client that providers discuss
this topic with all clients

� Note that what is shared in counseling is confidential, and ensure the client that providers will
safeguard their privacy

� Explain that the client does not have to answer questions he or she does not want to answer

• How a counselor or provider asks and answers questions is just as important as what he or she
asks. If a provider appears to be nervous or uncomfortable, the client is more likely to feel the
same way. Providers should be aware that nonverbal communication (body language, facial
expressions, and tone of voice) can convey messages as easily as language can. (Smiling
should be considered inappropriate when discussing sexuality with a client because it might be
interpreted as judgment.)

• Exploration of the context of a client’s sexual relationships is part of ensuring that the client
considers all relevant aspects of his or her life when making a decision about FP. This is what
is meant by a fully informed and well-considered decision. The kind, number, and history of
relationships the client is engaged in have implications for the decisions the client will make.
Similarly, sexual behaviors and practices affect the risk of pregnancy and of contracting STIs,
including HIV, and therefore the FP method the client will choose. Power imbalances within the
client’s relationship(s) with partner(s) might also have an effect on decision making.

(continued)



Introducing the Subject of Sexuality

When counseling FP clients, providers often need to ask very personal, sensitive questions.
This can be challenging for the client, who may not be accustomed to discussing such person-
al things with someone who is not a family member, or with anyone at all. It can also be chal-
lenging for providers, because they too are probably not accustomed to discussing such issues
and may fear embarrassing themselves and the client. 

Sexuality should never be the first thing a provider addresses with the client. It is always
best to start with general, open-ended questions to establish rapport and get the conversation
rolling. Specifically, the provider should ask open-ended questions to determine the client’s
reason for the visit, his or her general health, and his or her particular concerns. This will help
pave the way for the sensitive questions that will be asked later. 

It is important to explain to clients why providers need to ask personal and sensitive ques-
tions and to help them feel more at ease when answering. The provider and the client might
never be totally comfortable with these discussions, but it is important to get key information
about behaviors and relationships that might put the client at risk for unintended pregnancy,
STIs, and other SRH problems or that might affect the client’s choice of FP method. The
provider’s own comfort and confidence in asking such questions will help the client feel com-
fortable. 

The sample statements on the next page are provided merely as a guide for providers.
Providers should introduce the discussion in their own way, depending on what is appropri-
ate for the local culture, the service-delivery setting, the client, and the type of service that the
client is seeking or the health complaint the client has.

92 Counseling for Effective Use of FP—Participant Handbook ACQUIRE Project/EngenderHealth

Session 14

Essential Ideas—Session 14 (cont.)

• To help clients accurately perceive where they are on the risk continuum for HIV and other
STIs, providers should ask questions to identify the sexual relationships and behaviors they are
engaged in.

• For most providers, asking questions about a client’s sexual relationships is one of the most dif-
ficult parts of counseling. It helps to think in advance about what questions to ask and how to
feel comfortable and make the client feel comfortable, while still gathering the personal and
sensitive information needed to help clients accurately assess their own risk. These questions
might change from client to client and over time, as providers become more comfortable with
this process or as the community becomes more aware of the need to discuss such issues with
providers.

• In fact, many providers are already familiar with exploring the context of clients’ sexual relation-
ships. For example, most providers screen clients (especially gynecology clients, particularly
those using an IUD) about pain or discomfort during intercourse to eliminate potential underly-
ing medical problems. Some providers discuss the frequency of intercourse to estimate the
client’s need for condoms.



Sample Statements for Introducing Sexuality
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Points to explain Sample statements

To put the client at ease, explain why you are
asking sensitive questions. Explain that this
discussion might require asking personal
questions about the client’s sexual behavior and
relationships. Assure the client that the questions
have a direct bearing on his or her health care
and the decisions made during the visit. 

“I will need to ask you some personal, sensitive
questions about your life. These will be about
your sexual life because sexual behaviors and
relationships have relevance to your health
concerns or contraceptive choices. It is important
for me to ask you these questions so that I can
help you make decisions that are right for you.”

Explain that, given the serious nature of HIV and
other STIs, it is the policy of this health facility
to discuss STIs and their relevance to
choices about FP methods with everyone.
Reassure the client that the questions are routine
and that everyone is asked the same questions.

“As you may know, HIV and other sexually
transmitted infections are occurring more and
more frequently these days. We discuss this with
all of our clients, so we can make sure that
everyone gets the information and services that
best meet their needs and can make appropriate
FP choices. If it is not relevant to you personally,
you might be able to share this information with
someone else who needs it.”

What is shared in counseling is confidential.
Explain your facility’s confidentiality policy (if
applicable) to the client. If your facility does not
have a confidentiality policy, the general standard
in counseling is that you share the client’s infor-
mation only with other health care staff and only
when necessary (e.g., for a second opinion from
a colleague). Note that confidentiality is meaning-
less if other people can hear what you are dis-
cussing with the client and that ensuring privacy
is the first step in maintaining confidentiality.

“I want you to know that what you share with me
will stay with me only. Nobody will overhear us. 
If I need to ask another staff member about your
problem, I will first ask you whether it is okay.
This is our policy.”

The client does not have to answer all
questions. If the client is not comfortable
answering a particular question, he or she has
the right not to answer.

“If there are any particular questions you do not
feel comfortable answering, feel free to let 
me know and be aware that you do not have to
answer all questions.”



Participant Worksheet #1 (Session 14)
Note: This worksheet can be used for writing down some of the questions that were developed in small-group
work for this session. You can, of course, add your own questions that you would be more comfortable asking
your clients.

Sample Questions to Explore the Context 
of a Client’s Sexual Relationships
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Questions from the 
REDI framework

Questions you could ask your clients

• What sexual relation-
ships are you in? 

• What is the nature of
your relationship? 
Does it include violence
or abuse?

• How do you feel about 
it (or them)?

• How do you communi-
cate with your partner
about sexuality, family
planning, and HIV and
other STIs?

• What do you know 
about your partner’s 
sexual behavior 
outside of your 
relationship?



HANDOUT  15A The Risk Continuum

By the end of this session, you should be able to:

• Identify the risk of pregnancy and transmission of HIV and other STIs associated with vari-
ous sexual and nonsexual behaviors

• Explain how particular behaviors can be high-risk in one situation and low-risk in another

• Identify ways of lowering the risk associated with some behaviors

• Explain in simple terms which behaviors put people at risk for pregnancy, HIV, and other
STIs
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• The risk of pregnancy and transmission of HIV and other STIs depends not only on the client’s
own sexual behaviors but also on factors such as the client’s partner’s sexual history, current
behaviors with other people, and infection status. 

• Behaviors that may be low-risk in one relationship could be high-risk in another. For example, a
typically high-risk behavior such as anal sex would carry no risk at all for STI transmission if
neither partner were infected; it also carries no risk for pregnancy. This makes the concept of
risk confusing. 

• Because the concept of risk is confusing, it is especially important in counseling to use simple
and clear explanations to help clients better understand the distinct risks associated with preg-
nancy and infection with HIV and other STIs. Here are some examples:

•• Risk for pregnancy: any behavior that allows the man’s semen to enter the woman’s vagina

•• Risk for STI: any behavior (not just sexual) that allows contact with the infected area 

•• Risk for HIV: any behavior (such as sexual contact, blood contact, and mother-child contact)
that exposes one person to the body fluids (blood, semen, vaginal fluid, or breast milk) of an
infected person

• It might not be possible to completely eliminate risk, but risk reduction can have a significant
positive impact on the client’s health. This is why we think of risk on a continuum and encour-
age clients to consider practicing behaviors that are in a lower-risk category or that are entirely
without risk.

• Each client should consider his or her risk for STI infection and the need for protection against
infection when choosing an FP method.
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HANDOUT  15B Behaviors by Type of Risk

ACQUIRE Project/EngenderHealth Counseling for Effective Use of FP—Participant Handbook 97

Session 15

No risk Low risk Medium risk High risk

Pregnancy • Abstinence
• Masturbation
• Oral sex on a man
• Oral sex on a

woman
• Deep (tongue)

kissing
• Anal sex using a

condom
• Anal sex without

using a condom

• Vaginal sex with one
partner, using a
condom

• Rubbing genitals
together without
penetration, 
unclothed

• Vaginal sex with
multiple partners,
always using a 
condom

• Unprotected
vaginal sex with
your spouse

• Unprotected
vaginal sex with a
monogamous,
uninfected partner

HIV • Abstinence
• Masturbation
• Sitting on a public

toilet seat
(provided there is
no exchange of
body fluids)

• Unprotected
vaginal sex with a
monogamous,
uninfected partner

• Vaginal sex with one
partner, using a
condom

• Anal sex using a
condom (still more
risky than vaginal 
sex with a condom)

• Deep (tongue) 
kissing

• Rubbing genitals
together without
penetration, 
unclothed

• Vaginal sex with
multiple partners,
always using a
condom

• Oral sex
on a man

• Oral sex
on a
woman

• Anal sex without
using a condom

• Unprotected
vaginal sex with
your spouse

Other STIs • Abstinence
• Masturbation
• Sitting on a public

toilet seat
(provided there is
no exchange of
body fluids)

• Unprotected
vaginal sex with a
monogamous,
uninfected partner

• Deep (tongue) 
kissing

• Vaginal sex with
multiple partners,
always using a
condom 

• Vaginal sex with 
one partner, using 
a condom

• Anal sex
using a
condom

• Oral sex on a man
(less risky than
vaginal or anal sex)

• Oral sex on a
woman (less risky
than vaginal or
anal sex)

• Anal sex without
using a condom 

• Unprotected
vaginal sex with
your spouse

• Rubbing genitals
together without
penetration,
unclothed

Note: This continuum can change based on social and individual factors, such as involvement with other partners
(HIV and sexually transmitted infection risk) or whether the woman is in her fertile time (for pregnancy risk).
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HANDOUT  15C Risk Factors for HIV and Other STIs

Relationship Factors and Risk of HIV and Other STIs 

How do an individual’s role in a sexual relationship and the context of that relationship affect
risk? (In other words, how is risk affected if one partner has more power than the other, if one
person has other partners, or if one person engages in some specific behavior with the other?)

• If one or both partners in a relationship have other sexual partners, their risk for STIs
increases.

• If one person in a relationship has less power, he or she might not be able to negotiate risk
reduction with the partner, whether for pregnancy or STIs. 

• The “receiver” in vaginal and anal sex is usually at higher risk for STIs than the “giver,” and
the partner who performs oral sex is at higher risk than the partner who receives it.

Biological Factors and Risk of HIV and Other STIs 

What are some biological factors that might increase the risk for STI transmission, either
through sexual acts or through mother-to-child transmission?

• Persons with open sores, lesions, or abrasions on the vagina, mouth, anus, or penis are at
higher risk for STI infection if they are exposed during unprotected sex. (Note: “Exposed”
means having had sexual intercourse—vaginal, oral, or anal—with someone who has an
STI; “unprotected sex” means having had vaginal, oral, or anal sex without using either a
male or female condom.)

• The tissue lining the rectum is very susceptible to microlesions and tears during anal sex,
thus creating entry points for STIs to enter the bloodstream if sex is unprotected.

• Adolescent girls whose vaginal tissue is not fully matured can develop microlesions during
intercourse and are thus at higher risk for infection with STIs when exposed during unpro-
tected sex. The same applies to older women with thinning vaginal tissues.

• Someone with an STI, particularly an ulcerative STI such as syphilis or chancroid, is more
likely to become infected with HIV if exposed.

• Men who are uncircumcised are more likely to become infected with HIV if exposed during
unprotected vaginal sex than are men who are circumcised.

• A person with advanced HIV disease or AIDS has a higher viral load and is thus more like-
ly to pass the infection on during unprotected sex than an HIV-positive person who is
healthy. Similarly, a person newly infected with HIV has a high viral load.

• An HIV-infected pregnant woman who is healthy and well nourished and who thus has a
lower viral load is less likely to transmit the virus to her baby during pregnancy, labor, or
breastfeeding. See also “Preventing Mother-to-Child Transmission of HIV” on the next page.

• An HIV-infected breastfeeding mother is more likely to transmit the virus to her baby while
breastfeeding if she has cracked and bleeding nipples (as a result of mastitis, breast abscess, or
nipple fissure). See also “Preventing Mother-to-Child Transmission of HIV” on page 101.
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Family Planning Methods and Risk of HIV and Other STIs1

How do FP methods affect the risk of STI and HIV transmission, either through sexual behav-
iors or through mother-to-child transmission?

• Abstinence from all sex provides effective protection only when continuous. 

• Abstinence from penetrative penile/vaginal, penile/anal intercourse alone is not 100%
effective, because there is a small risk of transmission of HIV and other STIs, such as
human papillomavirus, through oral sex. 

• Coitus interruptus does not protect against HIV or other STIs but reduces the risk some-
what. Pre-ejaculatory fluid can contain HIV. 

• Fertility awareness offers no protection against HIV or other STI transmission. 

• Lactational amenorrhea method (LAM) offers no protection against HIV or other STIs. 

• Male condoms offer the best protection against HIV and other STIs,  but they are not 100%
effective. 

• Female condoms offer the best protection against HIV and other STIs,  but they are not
100% effective.

• Spermicides do not protect against HIV. Although nonoxynol-9 has been shown to kill HIV
in a laboratory, this has not been proven in actual use. Frequent use can cause irritation,
which may facilitate HIV transmission. Spermicides offer some protection against STIs. 

• Diaphragms can help protect against some STIs, pelvic inflammatory disease, and cervical
dysplasia/cancer. They do not protect against HIV. 

• IUDs offer no protection against HIV or other STIs. 

• Combined orals/injectables offer no protection against STIs. Some evidence indicates that
oral contraceptives might increase the risk of transmission from an infected woman to her
partner. 

• Emergency contraception offers no protection against HIV or other STIs. 

• Progestin-only orals/injectables/implants offer no protection against HIV or other STIs. 

• Tubal occlusion offers no protection against HIV or other STIs. Since sterilization clients
often do not return to FP clinics, it is particularly important to discuss STI prevention
before the procedure. 

• Vasectomy offers no protection against STIs. Although semen does not contain sperm after
vasectomy, it can contain HIV. 

• Dual-method use (DMU) offers protection against HIV and other STIs. 
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Preventing Mother-to-Child Transmission of HIV2

A woman infected with HIV can pass HIV to her child during pregnancy, delivery, or breast-
feeding. Antiretroviral preventive measures (prophylaxis) given to the mother during pregnan-
cy and labor can reduce the chances that the baby will be infected while developing in the
uterus or during delivery. Antiretroviral therapy for the mother, if she needs it for her own
health, might also help reduce the chances of HIV transmission through breast milk.

How Can Family Planning Providers Help Prevent Mother-to-Child Transmission of HIV?
1. Help women avoid HIV infection.
2. Prevent unintended pregnancies: Help women who do not want a child to choose a con-

traceptive method that they can use effectively.

3. Offer HIV counseling and testing: Offer counseling and testing to all pregnant women, if
possible, or offer to refer them to an HIV testing service, so they can learn their HIV status.

4. Refer: Refer women with HIV who are pregnant or who want to become pregnant to ser-
vices for the prevention of mother-to-child transmission, if available.

5. Encourage appropriate infant feeding: Counsel women with HIV about safer infant
feeding practices to reduce the risk of transmission, and help them develop a feeding
plan. If possible, refer them to someone trained to counsel women about infant feeding.

• A woman with HIV should be counseled to choose the feeding option that best suits
her situation. If replacement feeding is acceptable, feasible, affordable, sustainable,
and safe, the woman should avoid breastfeeding.

• If replacement feeding does not meet these conditions, a woman with HIV should
breastfeed exclusively for the first 6 months. Mixed feeding—that is, giving the baby
both breast milk and other liquids or foods—is riskier than exclusive breastfeeding.

• To further reduce the risk of transmission, when mothers with HIV switch to replace-
ment foods, they should avoid a prolonged period of mixed feeding. Stopping breast-
feeding over a period of about two days to three weeks poses the least risk of HIV
transmission. 

• To destroy HIV in breast milk, express and heat-treat milk before feeding it to the
infant: Heat milk to the boiling point in a small pot, and then cool the milk by letting it
stand or by placing the pot in a container of cool water, which cools the milk more
quickly.

• Women with HIV who are breastfeeding need advice on keeping their nutrition ade-
quate and their breasts healthy. Infection of the milk ducts in the breast (mastitis), a
pocket of pus under the skin (breast abscess), and cracked nipples increase the risk of
HIV transmission. If a problem does occur, prompt and appropriate care is important.
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HANDOUT  16 Risk Assessment: Improving Clients’
Perception of Risk

By the end of this session, you should be able to:

• Define risk assessment
• Explain why and how risk assessment is used in counseling

• Identify at least three reasons why it is difficult for people to perceive their own risks

• Describe at least two ways in which you can help clients perceive and understand their own
risks for unintended pregnancy and for transmission of HIV and other STIs

• Describe how self risk assessment is done
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• Risk assessment is a counseling process to help clients understand the risk of getting pregnant
or becoming infected that is associated with sexual practices in which they or their partners are
engaged, and how the level of risk may change depending on changes in their behaviors and
circumstances.

• We help clients to assess their own risk so they can use this information to reduce their risk by
changing their risky behaviors. This is an ongoing process that begins with the exploration
phase of REDI and continues through the decision making and implementing the decision
phases. Risk assessment helps providers gain a better understanding of clients’ circumstances
and behaviors so that they can better tailor counseling. 

• When counseling, we must respect peoples’ different understandings about what risk means in
their lives. For a variety of reasons, people tend to underestimate their risk and perceive them-
selves to be at lower risk than they actually are. Given this reality, providers need to develop
skills to help clients perceive and understand their risks.

• Understanding and accepting one’s own risk is essential for behavior change. People who per-
ceive themselves to be at risk will be more motivated to make changes to protect themselves
from unintended pregnancy or from the transmission of STIs and HIV than people who do not
see themselves as being at risk.

• Providers can help clients better perceive and acknowledge their risks by relating risk to the
client’s individual circumstances and by using examples of how the client may protect his or her
health by reducing risk in other areas.

• Self risk assessment is done when the clients are not willing to acknowledge risk or unwilling to
reveal their situation to the provider and are too shy or embarrassed to participate in risk
assessment. Self risk assessment complements but does not replace risk assessment done
jointly by the provider and client. Self-assessment involves the provider giving the client general
information about risky behaviors and relationships, assuring the client that such discussion is
standard practice, that it is intended to help him or her, and that providers will not judge him or
her. It is hoped that this will give the client sufficient information to accurately identify his or her
own risks and take the steps necessary to reduce them.



Risk Assessment

What Is It?
Risk assessment is a counseling process to help clients understand the risk  that is associated
with sexual practices in which they or their partners engage (i.e., the chance of getting preg-
nant or becoming infected with an STI) and how the level of risk might increase or decrease
depending on changes in circumstances. For example, your risk could increase for any of the
following reasons:
• Your uninfected partner becomes infected 

• You had one partner and now you have more than one

• You have a new partner and you do not know his or her sexual history

• Your partner changes his or her mind and decides that he or she does not want to use condoms

• You develop side effects with a contraceptive method and discontinue its use

• You have gotten married and you and your partner would like to have a baby soon

Why Do We Do It?
We help clients assess their own risk so that they can use this information to reduce their risk
by changing their behavior. Through this process providers gain a better understanding of
clients’ behaviors and circumstances and are better able to tailor counseling accordingly.

How Do We Use REDI  in Risk Assessment? 
Exploration 
We use exploration to learn about clients’ relationships, sexual behaviors, and other factors
that might put them at risk and to provide information that clients need to make decisions
about reducing their risks.

Decision Making 
We use decision making to help clients choose behaviors, FP methods, and medical treatments
that will reduce their risks.

Implementing the Decision 
We use implementation to help clients make a plan for how they will change behaviors, how
they will communicate with their partners, how they will cope with the problems or chal-
lenges they might encounter, and how they will deal with changes in their life circumstances.

Barriers to Clients’ Perception of Risk

The client’s perception of whether he or she is actually at risk for unintended pregnancy or
STI infection is a crucial place to  in helping the client become willing to take some steps
toward reducing risk. In many cases, people perceive themselves to be at less risk than they
actually are. People have many reasons for underestimating their own risk. Lack of informa-
tion and lack of understanding of the relative risk or individual risk underlie most of the
reasons listed below.
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People underestimate their risk for many reasons, including: 
• Stereotyped beliefs about who is at risk. Many people mistakenly believe that truck

drivers, migrant workers, homosexuals, sex workers, and intravenous drug users are the
only people who are at risk for HIV. They think that just because they are in a heterosexual
relationship they are safe from risk—or that because they are in a marriage or monogamous
relationship they can trust that their partner will not have any other partners. For many
women, in particular, messages about “being faithful” as a way of avoiding infection might
give a false sense of safety, because they are often at risk because of their partners’ behavior
rather than their own. 

• The illusion of invulnerability. Some people have a personal belief that they are immune
to risk regardless of their behaviors. People generally tend to underestimate their own per-
sonal risk in comparison to the risk faced by others who are engaging in the very same
behaviors. An example would be an adolescent girl who thinks she will not get pregnant
even if she has sex without using an FP method: “It will not happen to me.” Adolescents, in
particular, as part of their emotional development, often think of themselves as invulnerable
to many risks.

• Fatalism. Fatalism is a belief that circumstances are beyond one’s control: Nothing a per-
son does will change what is going to happen anyway. An example of this would be a per-
son who believes that spiritual forces determine how many children one has and that there-
fore it is not necessary to use FP.

• Bigger or more urgent problems. A person might have other concerns that need immedi-
ate attention and that put the threat of STIs or unintended pregnancy into the background.
People who live in communities where hunger, violence, or poverty is widespread, for
example, are more likely to prioritize other issues, such as feeding and protecting their chil-
dren from harm.

• Misconceptions about risk. Mistaken beliefs can interfere with a person’s understanding
of what is risky. For example, a person might not have a clear understanding of how HIV is
spread (i.e., they might believe that HIV can be transmitted through contact with toilet seats
or through the sharing of eating utensils). A young woman might mistakenly believe that
she cannot get pregnant the first time she has sex. Clients are often afraid to use the IUD or
hormonal FP methods but do not understand that the relative risks of pregnancy-related
morbidity and mortality are greater for most clients than risks from using these methods.

• Traditional gender roles and societal expectations. Different societal expectations and
social norms often influence clients’ behaviors. For example, a woman might suspect that
her husband is having extramarital relationships, but it might not be acceptable within her
social or cultural role to bring this to his attention. If she feels there is little or nothing she
can do about it, it is easier for her to not acknowledge or to minimize her perception of the
potential risk.

Importance of Client’s Perception of Risk

Why is a client’s perception of his or her own risk so important? 
• Most people will not be able to make a behavior change unless they perceive that they are at

risk. If a client does not accurately perceive his or her risk, then he or she will not be moti-
vated to make health-related behavior changes.
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• In most cases people need to feel ownership of a plan to change their behavior if they are to
carry it out. If the provider simply tells the client what to do, without working with the
client to develop a plan that is both meaningful and realistic, it is unlikely that the client
will follow it.

What are some of the ways in which providers can help clients perceive and understand
their risks?
• Help the client assign risks to the specifics of his or her circumstances. For example, if a

client acknowledges that her husband has other partners and does not use condoms, high-
light the risk to her. To make it less threatening, one might say that “many women find
themselves in similar situations.”

• Try to personalize clients’ risks by providing personalized information (i.e., information
that is specific to the client). For example, if an adolescent girl does not wish to get preg-
nant but is not using contraception, one could provide her with brochures or comic-style
booklets specifically designed for adolescents that discuss the risks and realities of adoles-
cent pregnancy.

• Try to look for ways that clients have protected their health in the past and draw their atten-
tion to these successes. For example, if a client has used the pill to prevent unintended preg-
nancy, acknowledge that she perceived a risk of getting pregnant and took positive action to
prevent the risk. Gently suggest that there might be other health risks that she could address
as well. For example, if her partner recently was treated for an STI, point out that any sex
partner of a person with an STI is at risk.

• Use self risk assessment (see below).

Self Risk Assessment

What can be done when clients are not willing to acknowledge risk or are not willing to
reveal their situation to the provider? 
• Using a self risk assessment approach, the provider gives general information about risky

behaviors and relationships to the client, assuring the client that the discussion is standard
practice and is intended to help the client, and that the provider will not judge them. The
provider can also say that the purpose of the discussion is to help the client pass vital infor-
mation along to friends and family. This aspect of counseling will enable the client to leave
the facility with enough specifics to accurately identify his or her own risks and take the
steps necessary to reduce them. 

• The provider should stay neutral and avoid reactions that might prompt the client to hide
the truth. Assure the client of confidentiality and privacy.

• The definition of self risk assessment:

� Self risk assessment complements but does not replace risk assessment conducted jointly
by the client and provider. 

� It is used either in lieu of joint risk assessment (if the client is too shy or embarrassed to
participate in joint risk assessment) or in combination with joint risk assessment. 
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� The provider uses the information gathered during counseling to estimate possible risks
in the client’s life. 

� The provider gives the client information and explanations to address those risks. 

� The provider conveys the information in a manner that implies that it is relevant to most
people in the client’s community.

• Example: Steps in self risk assessment applied to a client who wishes to use the IUD (see
box below).
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RISK ASSESSMENT and SELF RISK ASSESSMENT FOR
A CLIENT WISHING TO USE THE IUD

Steps to take:

1. Tell the client who should not use the IUD. Explain that women who have gonorrhea or
chlamydia now or who have a very high likelihood of exposure usually should not use the IUD.

2. Explain the factors that place a woman at very high risk. 
Explain the indicators of very high risk for STIs and the behaviors that place a woman at very
high risk. Common indicators and behaviors include the following:

• Diagnosed with an STI in the last three months

• Partner diagnosed with an STI within the last 3 months

• Partner with STI symptoms such as pain or burning during urination, an open sore in the
genital area, or pus coming from his penis

• More than one sexual partner in the last 3 months, without always using condoms

• Unprotected sex with a partner who has had more than one partner in the last three months.

3. Decide on her risk together or ask her to assess her own risk. Decide together whether
she is at very high individual risk or, if she does not want to reveal personal information, ask
her to consider for herself whether she still thinks she is a good candidate for an IUD.

Certain circumstances can lead to behavior that transmits STIs. Tailor the discussion to
address locally relevant situations that would place a woman at very high risk for an STI, based
on your experience or on clinic guidelines. For example, if a man works far from home for
extended periods, he is more likely to have had other sex partners. Having sex in exchange for
money, food, or other payment without using condoms every time is also a high-risk situation.

4. If a woman has a very high likelihood of exposure to gonorrhea or chlamydial infection
(i.e., high individual risk) and…

• She no longer wants an IUD after learning the risks, help her choose another method. 

• She still wants the IUD, refer her for STI testing and treatment and ask her to return for an
IUD if the tests are negative. If tests are positive and she has been treated, she may be
given an IUD if she is no longer exposed to gonorrhea or chlamydial infection. 

• She still wants the IUD but testing is not available, the IUD is usually not recommended
unless other, more appropriate methods are not available or acceptable to her. A health
care provider who can carefully assess the woman’s specific situation and whether she has
access to follow-up to check for pelvic inflammatory disease might decide that she can use
the IUD. The provider needs to weigh the risks of using the method against the risks to the
woman’s health if she becomes pregnant. (The World Health Organization [WHO] Medical
Eligibility Criteria category is 3 for women at very high individual likelihood of exposure to
gonorrhea or chlamydial infection).
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HANDOUT  17A Helping Clients Make or Confirm Decisions

By the end of this session, you should be able to:

• Identify the types of decisions clients might need to make

• Explain the steps in the decision-making process

• Describe how providers can help clients eliminate FP methods that do not respond to their
needs

• Practice use of a quick reference chart for the World Health Organization’s (WHO’s) medi-
cal eligibility criteria 

• Demonstrate how to help and support clients in making their own decisions 
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• During the decision-making phase of FP counseling, the provider helps the client to:

� Focus on the key decisions he or she needs to make

� Identify appropriate options

� Weigh the benefits, disadvantages, and consequences of each option

� Reach his or her own decision

• The decision-making phase of counseling is key to supporting the rights of individuals to make
their own FP decisions, without pressure or coercion. During this phase, it is important for the
provider to ascertain whether other people are trying to pressure the client into doing some-
thing that he or she does not want to do or are denying him or her access to services, and to
explore with the client how he or she feels about this and how he or she wants to respond. In
addition, the provider should assist the client in reaching his or her own decision.

• Because of common power imbalances in the client-provider relationship, including the
provider’s superior medical knowledge, providers must be careful not to impose “medically cor-
rect” decisions. Rather, they should help the client eliminate medically contraindicated options
and encourage the client to make his or her decision based on his or her preferences and situ-
ation, taking into consideration up-to-date standards such as the WHO medical eligibility criteria
and recommendations about healthy timing and spacing of pregnancy (HTSP).

• Helping a client to make a decision, without exerting inappropriate pressure, has been a major
challenge for providers. Providers often either tell the client what to do or give information but
do not assist the client in making a decision. The approach taught in this curriculum lies some-
where in between these two extremes. An additional challenge is that every client is different in
terms of the amount of guidance they need from the provider. This is why the client-centered
approach—treating each client as an individual and basing your input on the client’s unique
needs and concerns—is the best guidance for this step in the REDI process.



Decision-Making Steps in Counseling* 

1. Identify the decisions that need to be made or confirmed in the counseling session.
Depending on the client’s needs, there might be one or more decisions that need to be
confirmed or made in this counseling session: Questions for new clients include whether
to use FP, which FP method to choose, whether it is necessary to reduce the risk of con-
tracting HIV and other STIs, and whether to use a method that provides dual protection
against pregnancy and STIs. For some new clients this might be the first time that they
have been faced with making a decision about having another child. Other new clients
might already have a method in mind; these clients need information, guidance, and sup-
port to confirm whether their decision is appropriate. Questions for returning clients
include whether or not to continue using their current FP method, whether to switch to
another FP method, and whether to come back for follow-up. Naming these decisions in
the decision-making phase of REDI helps the client focus his or her thoughts on the
issue and implies that the client is expected to make his or her own decisions.

2. Explore relevant options for each decision.
This task should be done in an organized and logical way that responds to the expressed
needs of the client. Provider should list (although not necessarily explain) all  available
options and then help the client eliminate those that are not relevant to his or her situa-
tion. Options for new clients include all available FP methods that are appropriate for the
particular client, dual-protection options, and other STI risk reduction options. New
clients with a method in mind will need to confirm their decision. In these situations,
the provider must give balanced information tailored to the particular method the client
has in mind and make sure the client is making a well-considered decision by giving
essential information on other methods that would be appropriate given the client’s
expressed need (the provider does not necessary need to provide all information about
each method, just enough detail that the client could rule out the method). Returning
clients need to be told about options such as taking action to alleviate a side effect, dis-
continuing the method, or switching to another method. 

3. Help the client weigh the benefits, disadvantages, and consequences of each option.
The options need to be presented in a personalized way—that is, by relating them to the
unique situation of the client and explaining what choosing that particular option would
mean or imply for the client. For new clients with no particular method in mind, this
might mean reviewing the detailed information about FP methods, their side effects,
health benefits, health risks, what it would mean or take to obtain those methods, and
how each option may contribute to reducing the risk of HIV and other STIs risk reduc-
tion. These same areas need to be covered also with new clients with a method in mind,
but in this case the provider should put more emphasis on the preferred method of the
client while giving sufficient information about the benefits, disadvantages, and conse-
quences of other options to enable the client to eliminate options. After receiving this
information, clients might opt for a method different than the one they originally had in
mind. Returning clients come with an idea about the benefits and disadvantages of the
method they have been using (or have used in the past). They need help understanding
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what other options would mean or require. Providers should personalize information on
the benefits, disadvantages, and consequences of each option. What would discontinua-
tion mean? When would the client need protection again? What are the family and social
implications? Clients facing problems with their current FP method need to consider
whether to discontinue the method, switch to another method, or cope with the side
effects they have been experiencing.  

This step also serves as a reality check for the client regarding the possible consequences
of her or his choice. The counselor can help by asking questions about how the client
would feel or what he or she might do in certain situations. Examples of such questions
include “How would you feel about taking the pill everyday?”, “What will your husband
think of using a condom?”, “What might make it difficult for you to come back to the
clinic every three months for the injection? What would you do about that?”

4. Encourage the client to make his or her own decision.
The counselor’s primary role is to help the client make and finalize his or her decision
and to plan how to carry it out. The counselor should ensure that the client’s decision is a
well-informed and appropriate choice. The counselor can reflect back the decision by
saying, “So, you have decided to . . . ” or “What is your decision?”
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HANDOUT  17B FHI’s Quick Reference Chart for the 
WHO Medical Eligibility Criteria
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HANDOUT  18 Decision Making for Permanent Methods

By the end of this session, you should be able to:

• Explain how permanent methods differ from temporary methods and why they warrant spe-
cial attention during counseling

• List the factors contributing to sound decision making and possible regret

• List the topics that should be covered when counseling for permanent methods

• List the seven information elements of informed consent for permanent methods

Discussion Summary

The counselor’s role is to ensure that the client’s decision is voluntary, informed, and well
considered. Ultimately, the decision to use sterilization is the client’s.
• Counseling clients who are interested in permanent methods requires particular care

because female sterilization and vasectomy are surgical and have associated risks such as
infection, bleeding, anesthesia-related problems, and method failure. The client should be
informed that the procedure should be considered permanent. 

• Clients should be informed about risks associated with any method. It is important that this
information is provided carefully, making every effort not to unduly frighten the client.
Although there are risks associated with these operations and complications are possible,
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Essential Ideas—Session 18

• Because of the permanent nature of sterilization and the associated need for a surgical proce-
dure, counseling for sterilization services deserves special attention. 

• The counselor’s role is to ensure that the client’s decision is voluntary, informed, and well con-
sidered. Ultimately, the decision to undergo sterilization is the client’s alone. 

• To ensure that clients make well-considered decisions, counseling must cover all of the seven
information elements of informed consent (see “Informed and Voluntary Decision Making and
Informed Consent”). This helps to secure the client’s rights to information, comfort, and safety.

• Before making the decision to undergo sterilization, the client should also be given detailed
information about the surgical procedure itself. 

• The counselor must ensure that all of the client’s questions are answered and that he or she
understands all of the information provided during the counseling session.

• During counseling, clients should be screened for factors that might contribute to his or her
future regret of the decision. Since reversal of the procedure is not a realistic option for many
clients and does not always ensure pregnancy, the decision must be very well considered.
Clients who might later regret their decision should be counseled carefully and given more time
to think. 

• The client’s informed consent should be documented before the procedure in accordance with
the governing laws of each country.



they rarely occur. One way of helping clients understand the risks associated with steriliza-
tion and vasectomy is by putting them in context, comparing them to the risks associated
with other reproductive health–related risks, such as those associated with pregnancy and
childbirth (see the cue card on HTSP in Appendix A of the Participant Handbook. The risk
of death from using any method of contraception, including sterilization, is much lower
than the risk of death from pregnancy.1

• Female sterilization and vasectomy are intended to be permanent. Although reversal is
possible, it is not a realistic possibility for most clients. Similarly, in vitro fertilization
might not be available to many clients. Many factors make reversal of female sterilization
and vasectomy difficult or impossible. For example, reversal procedures:

•• Might not be available

•• Are usually costly

•• Often fail

•• Require that the doctor have special skills

•• Might not be appropriate for some individuals due to medical factors

• Providers must understand the policies, laws, and regulations related to sterilization and
vasectomy in their country. Some countries have legal restrictions, including age or parity
requirements. In all cases, because of the permanent nature of female sterilization and
vasectomy, informed and voluntary decision making must be documented on an
informed consent form signed by the client. Similarly, some countries have listed certain
medical indications that make the client eligible for sterilization. These indications mostly
consist of conditions putting the mother’s life or the baby’s life in danger and emergency
situations in which the client will lose his or her fertility. In all such cases informed consent
has to be ensured through counseling and documented on an informed consent form. 

• The following conditions are required for a well-considered decision:

•• The client must be aware of all other options, including appropriate temporary methods. 

•• The client must understand the permanent nature of the surgical procedure and that he or
she will not be able to have children after the procedure. 

•• The client should feel free to change his or her mind at any time before the procedure and
be aware that he or she will not be denied any services because of having done so. 

• Research tells us that clients want to know about the procedure itself (e.g., about anesthesia
and pain) and about what to expect after surgery. Before making the decision to undergo
sterilization, the client should be given detailed information about the surgical proce-
dure itself, including the following:

•• Where and when it will be done 

•• How long it will take 

•• The type of anesthesia that will be used

•• What to expect in terms of pain 

•• How long he or she will be in the hospital 
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•• How long he or she will not be able to work 

•• Possible risks and complications 

•• How the procedure might affect her or his sexual relationships 

The counselor must also ensure that all of the client’s questions are answered and that he
or she understands all of the information given during the counseling session. 

• The client’s decision to undergo a sterilization procedure must be verified again immediate-
ly before the procedure.

Preventing Regret

Clients who undergo female sterilization or vasectomy when they are very young or who have
few or no children are more likely to regret their decision later. As their circumstances change,
they may wish to have children. The definitions of “young age” and “few children” vary from
country to country, depending on the typical age at marriage, the ages at which women nor-
mally bear children, and typical family size.

Pressure from family members to undergo female sterilization or vasectomy can lead to a
decision that does not reflect the client’s wishes. Health providers can also exert pressure on
clients, especially because they often have a higher social status and influence and are per-
ceived as being more knowledgeable. This is likely when there are medical indications to pre-
vent pregnancy. When the decision has been forced on the client, regret is likely. 
Decisions made under stress might be regretted if and when the situation causing the stress is
resolved. For example, if a marriage or other long-term relationship ends, partners might
remarry (or form new relationships) and then wish to have children.

Unresolved doubts are an indication that clients are not entirely sure of their decisions and
therefore might regret their decision in the future. Examples of issues that might lead to regret
include religious or cultural norms that do not support limiting childbearing; unresolved per-
sonal feelings about ending fertility; unresolved concerns about possibly wanting more chil-
dren if a child dies or if the client remarries.
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Factors contributing to sound 
decision making

• Mature age

• Desired family size achieved

• Partner in agreement

• Marital stability

• Well-considered decision

Factors contributing to possible regret

• Young age

• Few or no children

• Partner’s doubt

• Pressure from partner, relatives, or service provider

• Marital instability

• Unrealistic expectations

• Unresolved conflict or doubt

• Excessive interest in reversal

• Decision made under stress (during labor or immediately
before or after an abortion)



Reversal is not always realistic. It is a difficult procedure to perform; it often is unavailable;
and it is too expensive for most clients to afford. In addition, some clients might not be medi-
cally eligible for the procedure. Clients who think that female sterilization and vasectomy are
reversible are likely to be disappointed and regret their choice. Therefore, the counselor must
review the decision carefully, stressing the intended permanence of these procedures. 
Delivery and abortion usually are not good times to make a decision about ending fertility.
Stress, pain, sedatives, and pressure from others might lead a woman to make a choice she
otherwise would not make. Sometimes, however, clients have already carefully considered
their decision about female sterilization. For example, in many countries, women who are
counseled during antenatal care (when they are pregnant) decide to have female sterilization at
the time of delivery. Performing the procedure at the time of delivery or after an abortion
might be appropriate in these cases. Providers should weigh each individual’s circumstances
carefully before deciding to offer and perform the surgery.

• If a client makes the decision to have a sterilization procedure shortly before or shortly after
delivery or an abortion, it might be best to provide the client with a temporary method until
after the postpartum period or until fully informed consent can be ensured. The health of
the newborn should be taken into consideration before the decision is made.

• Fully informed and voluntary consent cannot be obtained if a woman is sedated, in labor, or
experiencing stress before, during, or after a pregnancy-related event or procedure.

• In most cases, women with postabortion complications (e.g., infection, hemorrhage, and
anemia) should not undergo a sterilization procedure until these conditions are resolved.

Informed and Voluntary Decision Making and Informed Consent

Informed and voluntary decision making is a process through which a client makes a well-
considered, voluntary decision based on knowledge of all appropriate and available options,
information about these options, and an understanding of the relevant medical facts and poten-
tial risks associated with the methods. Informed consent is the client’s acceptance, agree-
ment, or permission given under his or her own free will after making an informed decision.

Informed consent consists of seven information elements:

1. Temporary methods of contraception are available to me and my partner. 

2. The procedure to be performed on me is a surgical procedure, the details of which
have been explained to me.

3. This surgical procedure involves risks, in addition to benefits, which have been
explained to me, and I understand the information that has been given to me. Among the
risks is the possibility that the procedure might fail.

4. If the procedure is successful, I will be unable to have any more children.
5. The effect of the procedure should be considered permanent.
6. The procedure does not protect me or my partner against infection with sexually

transmitted infections, including HIV/AIDS.

7. I can decide not to have the operation at any time before the procedure is per-
formed, even on the operating table (without losing the right to medical, health, or
other services or benefits).
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Informed and voluntary decision making and informed consent are clients’ rights. Ensuring
that they are fulfilled: 

• Increases the client’s satisfaction

• Lessens the possibility of the client’s later regret

• Protects the facility and its staff against charges of involuntary female sterilization or vasec-
tomy and against possible legal action

Informed consent should be documented after the client requests the procedure and after the
counselor verifies that the client’s decision is voluntary, informed, and well considered. If
someone other than the surgeon obtains the client’s informed consent, it should be confirmed
immediately before the procedure.
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HANDOUT  19 Helping Clients Implement Their Decisions

By the end of this session, you should be able to:

• Identify the components of an implementation plan

• Demonstrate how to help clients develop a plan to implement their decisions (such as FP
decisions, decisions about risk reduction to prevent HIV and other STIs, and so on)

• Demonstrate how to explain the FP method chosen by the client and how to use it 

• Demonstrate how to help clients identify challenges in using their choice of method and
strategies for overcoming the challenges

The client’s decision about which method to use and how he or she will address any problems
or concerns about their method of choice (be it a new method or one she or he is. currently
using) should guide the counseling session. This means that the counselor should not only
give information about how to use the method but also help the client identify possible bar-
riers to implementing their decision, assist the client to strategize how to overcome these
barriers, and help the client build the skills necessary for overcoming those barriers.
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Essential Ideas—Session 19

• When a provider and a client work on a plan for carrying out a decision, the plan must be guid-
ed by the client’s circumstances and choices. The provider’s role is to help the client address
key considerations—to be sure that the plan fits into the realities of the client’s life and is one
that he or she feels confident using. 

• Another important role for the provider is to help the client anticipate the consequences of his
or her decision(s) and implementation plan and to help strategize about how he or she will deal
with them.

• Any plans involving behavior change must be specific. This means that when a client says that
he or she will take a particular step to change a behavior, you need to ask questions that will
enable the client to say out loud the specific steps that he or she will take and to think through
the sequence—for example, talking to the partner about using the pill, taking a pill at the same
time every day, placing the pill package near the tooth brush in order to remember to take it,
coming back to the facility for resupply every three months, and so on. 

• Skills and strategies that clients might need to develop if they are to implement their decisions
include skills in communicating and negotiating with their partner(s), skills in using condoms,
and knowledge and skills in using other FP methods correctly.

(continued)



Implementing the Decision—Steps in Detail
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REDI Phase 4: Implementing the Decision

1. Assist the client in making a concrete and specific plan for carrying out the decision
(including correct method use). 

• Be specific. The plan should include where and when to obtain the method; economic, family
and social implications, and how to use the method. Asking a client the question “What will
you do next?” is important in helping him or her develop a plan. 

For example, if the client has decided to start using condoms, the provider should ask the fol-
lowing questions: “How often?” “Where will you get the condoms?” “How will you pay for them?”
“How will you tell your partner that you want to use them?” and “Where will you keep them so
you will have them with you when you need them?” For the pill, the provider should ask how the
client will remember to take it every day. For injectables, the provider’s questions should
include how the client will remember to return for repeat injections at the appropriate time.

If the client has chosen a method that is not immediately available or that requires booking at
a later date or referral to another facility, the provider should counsel the client and provide
the client with another temporary method that the client can use in the interim.

2. Identify barriers that the client might face in implementing the plan.

• Ask about possible consequences of the plan (like the partner’s reaction to the decision) and
what social supports are available to the client. Who in the client’s life can help the client carry
out the plan? Who might create obstacles? The questions to ask the client might include the
following: 

•• “How will your partner(s) (or any other person from the family or community) react?” 

•• “Do you fear any negative consequences?” 

•• “How will the plan affect relationships with your partner(s)?” 

•• “Can you communicate directly about the plan with your partner(s)?” 

•• “Will indirect communication be more effective at first?”

• What problems does the client think he or she might have? Examples include returning to the
facility for follow-up or resupply/reinjection, taking an oral contraceptive pill at the same time
every day, and purchasing supplies at the pharmacy. 

• Does the client think that he or she might experience difficulties (such as transportation, cost
or availability) in accessing needed services or a skilled provider? 

3. Develop strategies to overcome the barriers identified.

• Make sure that the client understands 

•• How to use FP methods that he or she has selected (repeat basic information and encour-
age him or her to ask for clarification) 

•• What to do if side effects arise

•• What to do if warning signs of health risks or complications occur

• Provide the client with written information, if it is available.

(continued)



Implementing the Decision—Steps in Detail (cont.)
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• Help the client think through what he or she can or wants to do if the partner does not agree
with the choice of method.

•• Offer ideas for improving the client’s skills in communicating and negotiating with his or her
partner about FP, dual protection, condom use, or sexuality. For example, if a client feels
that it might be difficult to negotiate condom use for STI prevention purposes, discuss
whether it might be easier to introduce condoms as a means of preventing pregnancy. 

•• Help the client practice communicating and negotiating by role playing situations that may occur.

• Make a “Plan B”—that is, if the plan does not work, then what can the client do?

4. Identify and practice skills that the client will need.

• Make sure clients learn and practice the skills they need for use of specific FP methods (e.g.,
male and female condoms, diaphragm, spermicides, and Standard Days Method).

• Provide written information to the client, if it is available.

5. Make a plan for follow-up and provide referrals, as needed.

• Invite clients back for a follow-up visit if they find they need ongoing support with decision
making, negotiation, and method use.

• Explain the timing for medical follow-up visits and contraceptive resupply.

• Refer the client as needed for continued supplies, care, discontinuation (e.g., removal of an
IUD), switching to another method, or another service (such as STI diagnosis and treatment).

• Ensure that all of the client’s concerns are addressed and that the client understands all of the
information provided during the counseling session.

Essential Information on Method Use to Impart to Clients 

1. When to start using the method (for pills, male or female condoms, Standard Days
Method, spermicides, LAM) or when to have the method inserted (for IUDs or
implants), given (for injectables), or performed (for tubal ligation, vasectomy); also con-
sider the circumstances of clients who have just given birth or just had a miscarriage or
abortion and the guidelines for use specific to these cases (see also cue cards on postpar-
tum FP and postabortion FP)

2. Where to obtain the method or supplies

3. How to use the chosen FP method (pills, male and female condoms, spermicides,
Standard Days Method, LAM) or how to obtain it (IUDs, implants, injectables, tubal lig-
ation, vasectomy)

4. Tips for remembering to use the method correctly (e.g., how to remember to take pills
daily; when to return for repeat injections)

5. Common side effects and how to deal with them

6. Warning signs of health risks and complications and what to do if they occur

7. How to prevent HIV and other STIs (including how to use condoms and where to obtain them)

8. How to communicate with partner about use of FP and/or condoms

9. When and where to return for resupply or follow-up



Participant Worksheet #2 (Session 19)

Guidance for Small-Group Work

1. What basic information will your client need in order to implement his or her decision to
use FP?

2. What are the questions you would ask your client in order to help him or her identify
possible barriers to the implementation of his or her decision? List the actual questions.

3. What are some possible strategies to develop and skills to impart to your client so that he
or she can overcome those barriers?
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HANDOUT  20 Dual Protection and Condoms

By the end of this session, you should be able to:

• Define dual protection and dual method use 

• List ways of achieving dual protection

• Explain how dual protection counseling supports informed and voluntary decision making

• Identify challenges to dual protection

• List the steps for using a male condom in the correct order

• List the steps for using a female condom in the correct order (if the female condom is used
in the activity)

• Demonstrate use of a male condom on a penis model
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• Counselors should inform all FP clients about the risk of HIV and other sexually transmitted
infections (STIs) and help them assess their individual risk (exploration phase of REDI). All
clients who have been identified as at risk and who have decided to reduce their risk should be
counseled about dual protection and condom use (implementing the decision phase of REDI). 

• The dual protection provided by condoms can be an effective means of protection against both
unintended pregnancy and STI infection. Sexual activity is a link between FP and the prevention
of STIs because pregnancy and STI infection both are possible outcomes of sexual activity. 

• In some cases, it might be appropriate or desirable for clients to use dual methods (i.e., con-
doms plus another FP method). When explaining the benefits of dual-method use, the provider
should be careful not to stigmatize condoms as a less effective FP method or as a method
used solely for the prevention of STIs. 

• Counseling about dual protection supports informed and voluntary decision making by making
sure that clients are knowledgeable and aware of the risks of contracting STIs and of unintend-
ed pregnancy that are associated with sexual activity. Clients should consider this when decid-
ing which method of FP to use.

• Pregnancy prevention might be a greater motivator for condom use than is STI infection.
Therefore, the twin benefits of condom use (i.e., pregnancy prevention and STI prevention)
should be communicated.

• The dual benefit of using condoms is important information that might help clients more easily
negotiate condom use with their partners.

• Health service providers tend to assume that clients can and will understand how to use a con-
dom just by being told how. Many studies show that service providers do not demonstrate con-
dom use to their clients.

• Helping clients build skills in using condoms deserves special attention. Whether condoms are
being used for FP, for protection from STIs, or for dual protection, building these skills during
counseling is very important.



Dual Protection1

What are dual protection and dual-method use?
Dual protection is a strategy for preventing both STI transmission (including HIV) and unin-
tended pregnancy through the use of condoms alone, the use of condoms combined with other
FP methods (dual-method use), or the avoidance of risky sexual behaviors. More specifically,
dual protection can include:

1. The use of condoms alone:
• The use of a condom (male or female) alone for both purposes 

2. Dual-method use:
• The use of a condom plus another contraceptive method for extra protection against

pregnancy

• The use of a condom plus emergency contraception, should the condom fail

• Selective condom use plus another FP method (e.g., using the pill with a primary part-
ner but the pill plus condoms with other partners)

3. Several ways of avoiding risky sexual behaviors:
• Mutual monogamy between uninfected partners, combined with a contraceptive

method 

• Abstinence

• Avoiding all types of penetrative sex

• Delaying sexual debut (for young people)

Note that the last three ways might not apply to individuals who have already come to
seek FP services. 

How does counseling about dual protection support informed and voluntary decision
making?

• Counseling about dual protection upholds the concept of informed and voluntary deci-
sion making by ensuring that clients are knowledgeable and aware of their risks for
STI infection and unintended pregnancy when making decisions about FP. 

• Clients are not making truly informed decisions about FP unless they are aware of
their risks and how effective the various FP methods are for preventing STIs (see also
Handout 15: Risk Continuum, in the Participant Handbook). Counseling about dual
protection ensures that clients are aware, knowledgeable, and informed. 

What are possible challenges that clients face in dual-method use?
• Using two methods can cost twice as much.

• It is much more difficult to remember to use or carry two FP methods.

• The client might have less incentive to use both methods because one might be suffi-
cient for preventing pregnancy or STI transmission.

• It might be hard enough to convince a partner to use one method, let alone two.

• Using two methods might be disruptive to the spontaneity of sex, depending on which
methods they are. 
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Condom Excuses and Possible Responses2

1. “I can't feel anything when I wear a condom.”

Possible response: “I know there's a little less sensation, but there's not a lot less. Why don't
we put a drop of lubricant inside the condom? That'll make it feel more sensitive.” (Note:
Lubricants should be water-based.)

2. “I don't need to use a condom. I haven't had sex in ___ months, so I know I don't have any
diseases.”

Possible response: “That's good to know. As far as I know, I'm disease-free too. But I'd still
like to use a condom because either of us could have an infection and not know it.”

3. “If I have to stop and put it on, I won't be in the mood anymore.”

Possible response: “I can help you put it on. That way, you'll continue to be aroused, and we'll
both be protected.”

4. “Condoms are messy, and they smell funny.”

Possible response: “It's really not that bad. And sex can be a little messy sometimes. But this
way, we'll be able to enjoy it and both be protected from pregnancy and HIV and other STIs.”

5. “Let's not use condoms just this once.”

Possible response: “No. Once is all it takes to get pregnant or get an infection.”

6. “I don't have a condom with me.”

Possible response:“That's okay. I do.”

7. “You never asked me to use a condom before. Are you having an affair?”

Possible response: “No. I just think we made a mistake by never using condoms before. One
of us could have an infection and not know it. It's best to be safe.”

8. “If you really loved me, you wouldn't make me wear one.”

Possible response: “If you really loved me, you'd want to protect yourself—and me—from
infections and pregnancy so that we can be together and healthy for a long time.”

9. “Why are you asking me to wear a condom? Do you think I'm dirty or something?”

Possible response: “It's not about being dirty or clean. It's about avoiding pregnancy and the
risk of infection.”

10. “Only people who have anal sex need to wear condoms, and I'm not like that.”

Possible response: “That's not true. A person can get an infection during any kind of sex,
including what we do together.”
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11. “Condoms don't fit me.”

Possible response: “Condoms can stretch a lot—in fact, they can stretch to fit over a person's
head! So we should be able to find one that fits you.”

12. “Why should we use condoms? They just break.”

Possible response: “Actually, they told me that condoms are tested before they're sent out—so
while they have been known to break, it rarely happens, especially if you know how to use
one correctly—and I do.”

13. “What happens if it comes off? It can get lost inside you, and you'll get sick or could even
die. Do you want that?”

Possible response: “It's impossible for the condom to get lost inside me. If it came off, it
would be inside my vagina, and I could just reach in and pull it out.”

14. “If you don't want to get pregnant, why don't you just take the birth control pill?”

Possible response: “Because the birth control pill only protects against pregnancy. The con-
dom protects against both pregnancy and infections.”

15. “My religion says that using condoms is wrong.”

Possible response: “It might help to talk with one of your religious leaders. A lot of people
from different religions use condoms, even though their religion is against it. They figure that
preventing infection or unintended pregnancy is more important than worrying about the
morality of condoms.”

16. “Well, I'm not going to use a condom, and that's it. So let's have sex.”

Possible response: “No. I'm not willing to have sex without a condom.”

17. “No one else uses them. Why should we be so different?”

Possible response: “Because a lot of people who didn't use them have ended up with HIV.”

18. “You're a woman. How can you possibly ask me to use a condom? How can I respect you
after this?”

Possible response: “You should respect me even more because I am acting responsibly. I'm
suggesting this because I care about you and respect myself enough to protect myself. That's
enough for me.”

Steps for Using a Male Condom

• Check the manufacture or expiration date on package. Hint: Make sure condoms have been
stored properly and obtained from a good source.3

• Remove the condom from the package. Hint: Do not use teeth, long nails, or a sharp object
to open the condom package.

128 Counseling for Effective Use of FP—Participant Handbook ACQUIRE Project/EngenderHealth

Session 20

3 “Stored properly” means that the condoms are stored away from heat and direct sunlight.



• Unroll the condom slightly to make sure it unrolls properly.

• Place the condom on the tip of the erect penis.

• Squeeze the air out of tip of condom.

• Unroll the condom down penis. Hint: If the condom is initially placed on the penis back-
wards and it doesn’t unroll, do not turn it around. Throw it away and start with a new one.

• Smooth out the air bubbles.

• With the condom on, insert penis for intercourse.

• After ejaculation, hold on to the condom at base of penis while withdrawing penis.

• Withdraw while still erect.

• Remove the condom from penis.

• Tie the condom to prevent spills or leaks.

• Dispose of the condom. 

Steps for Using a Female Condom

• Check the manufacture or expiration date on package. Hint: Make sure condoms are stored
properly and obtained from a good source.4

• Rub the outside of the package to spread the lubrication evenly. 

• Remove the condom from package. Hint: Do not use teeth, long nails, or a sharp object to
open the condom package.

• Squeeze the ring on the closed end with your thumb and middle finger. 

• Spread the outer and inner lips of the vagina (labia) with the other hand.

• Insert the squeezed inner ring into the vagina.

• Using your index finger, push the inner ring as far up into the vagina as it will go. 
Hint: Make sure the condom is inserted straight, not twisted.

• Leave the outside ring to rest against the outer lips of the vagina.

• Guide the penis to enter the vagina in the condom. Hint: If the penis starts to enter the vagi-
na underneath the sheath, STOP having intercourse and start again with a new condom.

• After ejaculation, hold onto the outer ring and twist to keep the semen inside. 

• Gently pull out the condom.

• Tie the condom to prevent spills or leaks.

• Dispose of the condom safely.
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HANDOUT  21 Strengthening Skills in Partner
Communication and Negotiation

By the end of this session, you should be able to:

• Identify possible reasons why clients might not talk with their partners about FP and SRH
concerns

• List the deeper personal and social factors behind clients’ difficulties in discussing FP and
SRH issues with their partners

• Help clients discuss FP and SRH issues more effectively with partners (even in relation-
ships marked by violence or a power imbalance between partners)
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• Clients might feel that they cannot discuss FP and SRH issues and concerns with their part-
ners. Identifying the reasons why they feel this ways is an important first step in helping clients
determine whether they can move past these blocks and find ways to start these important con-
versations with their partners.

• Some clients have deeper fears or social factors, such as domestic violence or sexual abuse,
behind their reasons for not talking with their partners. Addressing these might require more
advanced counseling skills, and in such cases, the client should be referred. All counselors
should know where they can refer clients for more help.

• Clients’ reasons for feeling that they cannot discuss FP or sexuality openly with their partner(s)
can be real or perceived. Providers should respect the client’s reasons, even if the perception
does not fit with the provider’s view or understanding of the client’s situation. 

• If a client does not feel able to discuss FP or issues related to sexual activity in his or her rela-
tionship, he or she should not be forced to do so. Such clients should be encouraged to come
back for further discussion. In the end, however, the client knows his or her relationship best. 

• When there is a power imbalance in a relationship, the client should not be pressed to pursue
the issue, especially if violence or abuse has occurred or he or she fears that it might occur.
Pursuing the issue could result in placing the client’s health and life in danger. Instead, the
counselor should explore with the client possible strategies for discussing issues related to FP
and sexuality.  

• Even when there is a power imbalance or violence in a relationship, a person has options for
negotiating safer sex and contraception. This often requires the client to be creative and willing
to adapt the approach to meet his or her partner’s needs. Many of these options can be consid-
ered “survival strategies,” as they are options of last resort and serve primarily to reduce harm.
Although a counselor might find this approach frustrating or even challenging, it is important to
recognize and work within the client’s perceived needs and the realities of his or her current sit-
uation, without being judgmental.

• Do not criticize the partner or spouse, and do not simply suggest to the client that he or she
leave the partner. Abusive or controlling relationships are rarely resolved by suggesting that the
client leave; nor is leaving always the client’s best or most realistic option.

(continued)
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• Providers should familiarize themselves with services available in the community for people
who are in abusive relationships or who live with gender-based violence, and providers should
refer clients, as appropriate.

• It is not the FP counselor’s job to help the client with gender-based violence. FP counselors
might come across signs or evidence of gender-based violence during FP counseling. If they
do, they should encourage the client to consider this while making FP decisions but otherwise
should refer clients for services available in the community.

Examples of Barriers to Talking with Partners about SRH Concerns

Adapted from: EngenderHealth. 2003. Comprehensive counseling for reproductive health: An integrated 
curriculum. New York: EngenderHealth.

Clients’ reasons Possible deeper personal and social factors

“I cannot tell him that I want to use family plan-
ning because he thinks that it goes against our
religion.”

Following social norms and values

“My partner does not want to discuss family plan-
ning because she wants to have more children.”

Following social norms and values

“My partner will think I am cheating if I ask him to
use condoms.”

Fear of losing the relationship; fear of violence

“We love each other, so why should we use 
condoms?”

Denial

“We do not talk about things like that.” Following social norms and values; fear of
change; power imbalance in the relationship;
potential for or past violence

“People like me do not get HIV or other sexually
transmitted infections (STIs).”

Misinformation about how HIV and other STIs
are transmitted; denial; lack of understanding of
personal risk

“My partner will think I have HIV or another STI if
I ask him to use condoms, and he will kick me
out of the house and tell everyone about it.”

Power imbalance; fear of retribution; fear of loss
of support; fear of violence

“I do not want my partner to know that I have
other sexual partners.”

Fear of a negative reaction; fear of violence; fear
that the partner will want to end the relationship

“I cannot tell him that I am unhappy with our sex
life—he will find someone else.”

Fear of abandonment

“I cannot tell him that it hurts because it is a
woman’s obligation to have sex with her husband
any way that he wants.”

Following social norms and values; power imbal-
ance; fear of violence

“I cannot tell her that I have an STI because then
she will know that I cheat on her.”

Fear of a negative reaction

“I cannot ask him about his smelly discharge
because he will get embarrassed.” 

Fear of hurting feelings or embarrassing partner
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How Power Imbalances Affect FP Use

Many clients—and in particular, women—face challenges in discussing FP concerns with
their partners under the best of circumstances. How are these challenges made more compli-
cated when there is a power imbalance, violence, or abuse in the relationship? 
• Fewer options might be feasible for a woman who is controlled or abused by her partner. 

• She feels greater pressure to fix what is wrong with the relationship, rather than considering
what would best meet her FP needs.

• The woman might be suffering from depression or a sense of hopelessness as result of the
power imbalance and therefore might not take care of herself by practicing safer sex or FP. 

Strategies for Detecting and Addressing Barriers

What suggestions can providers make to clients for discussing sexuality issues and FP con-
cerns with their partners?

The client could take the following approaches: 
• Identify areas of family life or relationships that they do talk about. See if there is some

way that these issues can serve an entry point for the discussion.

• Start the conversation by saying that this is something that she heard about in a talk at the
health care facility and that she wonders if her partner knows anything about it.

• Compliment the partner or use another tactic to make him realize that using condoms, hav-
ing a vasectomy, and allowing the client to use FP are ways of exercising his power. (Note:
This could be considered a “survival strategy.”) 

• Say that he or she has some health issues that the provider wants to discuss with him or her,
in light of his or her role in the family, or that there are some decisions that they need to
make together (in the context of exploring the possibility and benefit of a joint visit by the
client and the partner).

• Identify family members (of either partner) who might be supportive, and ask them to help
him or her communicate about these issues with the partner.

Notes to the provider:
• The issue of a power imbalance or violence often comes up naturally when the counselor

addresses negotiation.  Questions like “Do you discuss FP with your partner/husband?”,
“How about HIV and other STI prevention?”, “If not, what makes it difficult? What would
happen if you tried?”, “If yes? How did it work for you?” will help elicit information relat-
ed to power imbalances and potential violence. 

• Use role playing with the client to allow him or her to practice these strategies. Sometimes
it is helpful at first for the client to practice being the partner and for the provider to play
the role of the client to model how these issues can be discussed. Then switch roles to give
the client a chance to practice saying these things herself or himself. 

• Providers should be nonjudgmental of the partner as well as of the client. Criticizing the partner
might threaten the client’s sense of well-being and interfere with the counseling relationship. 

• Providers should respect the client’s willingness and ability to negotiate with the partner. If
clients say  that they cannot discuss this with their partner, explore the options. If there are
truly no other options, schedule a follow-up visit or refer the client to a social worker (if
available) with the necessary resources to address the problem.
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HANDOUT  22 Counseling Return Clients

By the end of this session, you should be able to:

• Describe how the counseling needs of returning clients differ from those of new clients

• List possible reasons for return visits

• Identify appropriate provider attitudes and approaches for addressing the concerns of return
clients
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• Return clients constitute a significant portion of the clients who come to facilities for services.
Return visits provide the opportunity for continuous support to the client—that is, the opportuni-
ty to ensure that he or she is satisfied with the FP method, that he or she is using it safely, and
that his or her other emerging SRH needs are met in a timely manner. Return visits can be con-
sidered part of the implementing the decision phase of REDI counseling, during which
providers continue helping the client to implement his or her initial decision.  

• Returning clients should not be served in a cursory manner based on the assumption that they
have already been using their chosen method and do not need follow-up. Nor should returning
clients be forced to see a counselor or listen to information that they do not need. Providers
must assess each individual client’s needs and then provide appropriate counseling and ser-
vices as efficiently as possible, without wasting time. The phases of the REDI framework
should be tailored to the assessed need of the returning clients. Clients with problems or con-
cerns should be given careful attention and counseling relevant to the reason for the visit.
Returning clients with no problem should be given the service or supplies they came for, with-
out unnecessary delays. 

• The provider should ask (using open-ended questions) whether the returning client is having
any method- or SRH-related problems or concerns, then confirm that the client is using the
method correctly and encourage the client to ask any questions he or she might have.

• If the client has questions or concerns, is experiencing problems, or has had a change of cir-
cumstances, these issues should be explored and addressed by the provider.  

• Clients’ concerns and complaints be taken seriously and should never be dismissed.  The
counselor should be supportive of the client when addressing his or her concerns. The coun-
selor’s approach is examined in greater detail in Session 23. 

• Meeting the expressed needs of the client, as well as inquiring about unexpressed SRH needs,
is one of the provider’s primary tasks. If the client’s particular need cannot be met by the
provider or cannot be met within the facility, the client should be referred to another service
provider or facility. 

• If a client is happy with his or her method and is using it correctly, the provider should fulfill the
client’s request for a resupply and remind him or her of when to return.
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Reasons for Clients’ 
Return Visits

Appropriate Provider Attitudes and 
Counseling Responses

Resupply of a method • Ask whether the client is satisfied and if he or she is experiencing
any problems

• Inquire about correct use

• Provide resupply without delay, if no problems

Follow-up of a method or
procedure

• Ask whether the client is satisfied and if he or she is experiencing
any problems

• Inquire about correct use

• Provide appropriate services, such as checking IUD placement

Concerns • Explore what the concerns are and the underlying reasons for
the concerns (e.g., side effects, misconceptions, rumors)

• Take the client seriously

• Address concerns through counseling, clinical management (if
needed), and other service options, such as discontinuing the
method and switching to another one

Side effects • Explore the nature of side effects to see if the side effects are
within the expected and acceptable range

• If appropriate, counsel the client to assure him or her that the
side effects are harmless, experienced by many, and transient
(see Handout 23) 

• Manage side effects as per guidelines (see Handout 23)

• Give the client the option to switch to another method if she or he
finds the side effects intolerable

Other problems related to
method use (economic,
social, partner-related)

• Explore the nature of the problem and the underlying reasons for it

• Explore with the client options for eliminating the problem,
including switching to another method

Wanting to switch methods • Explore the client’s reasons for wanting to switch

• Confirm that the client is making an informed and voluntary
decision

• Provide appropriate services 

Wanting to discontinue using
the method

• Explore the client’s reasons for wanting to discontinue

• Counsel about other FP options, if appropriate

• Provide appropriate services 

Wanting to get pregnant • Explore when the client wants to get pregnant

• Provide the needed service (if provider intervention, such as
removal of an IUD, is needed to discontinue) the FP method

• Counsel about or refer for preconception and pregnancy care

(continued)
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Reasons for Return Visits and Appropriate Provider Responses (cont.)

Reasons for Clients’ 
Return Visits

Appropriate Provider Attitudes and 
Counseling Responses

Change in client’s
circumstances (change of
partner, marital status, risk for
HIV and other STIs)

• Explore with the client the change and its implications for the
client’s need for FP

• Help the client identify the decisions to make, if any

• Provide the counseling and services needed

Warning signs/symptoms of
health risks/complications

• Explore the nature of the symptoms

• If the client is experiencing a health risk/complication, manage or
refer as appropriate

Other SRH problems (such as
an infection)

• Explore the nature of the problem

• Manage or refer as appropriate

Other health problems • Explore the nature of the problem

• Manage or refer as appropriate

Complaints that are unrelated
to the method

• Explore the nature of the problem

• Manage or refer as needed

• Assure the client that his or her complaints are not related to the
FP method 

To have a partner or a relative
counseled

• Thank the client 

• Praise and encourage the partner or the relative for coming

• Provide counseling and services as appropriate

To accompany a friend or
relative

• Thank the client 

• Praise and encourage the partner or the relative for coming

• Provide counseling and services as appropriate

Express gratitude • Thank the client 

• Inquire if he or she has other sexual and reproductive health
needs
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HANDOUT  23 Managing Side Effects and Other
Problems

By the end of this session, you should be able to:

• List the steps of managing side effects and other problems

• Describe the management of side effects and other problems for each FP method

• Demonstrate how to help clients cope with side effects and other problems
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• Fears, concerns, and actual side effects constitute the main reasons for clients’ discontinuation
of their chosen FP method. Addressing and managing such concerns and complaints helps
clients resume and continue using their method. 

• Health care workers should take clients’ complaints seriously, explore them in depth, and pro-
vide information and support to help clients cope with the situation. 

• Most health care workers are also responsible for managing side effects and health
risks/complications by either treating the problem or referring the client for treatment elsewhere. 

• If clients’ concerns and complaints cannot be resolved by reassurance and treatment, the client
should be given the option of switching to another method.
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Steps for Managing Side Effects and Other Problems

• Always acknowledge clients’ complaints 

• Take clients’ complaints seriously 

• Gain a full understanding of the complaint: Ask and listen! (Is it a side effect, a sign of a health
risk/complication, or another problem?)

• Inform and reassure (for side effects):

•• Explain to the client why and how side effects occur

•• Assure the client that the side effect or complaint is benign and not a sign of a serious
health problem 

•• Determine whether the side effect will go away without treatment or should be treated 

•• Explain what the client can do to cope with the inconvenience caused by the side effect

•• Remind the client of the warning signs of health risks/complications

•• Remind the client that he or she is always welcome to come back with any concerns or
questions

•• Remind the client that he or she is always welcome to change methods

• Discuss and/or offer medical management as appropriate (for side effects and health
risks/complications)

•• Discuss medical treatment options

•• Treat side effects or complications as per guidelines, or refer the client if treatment is not
available at your facility

•• If the client is not satisfied with these options, offer the client the option of switching to
another method

Adapted from: Rinehart, W., Rudy, S., and Drennan, M. 1998. GATHER guide to counseling. Population
Reports, series J, no. 48. Baltimore: Johns Hopkins University School of Public Health, Population
Information Program.
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Source: INFO Project. 2007. Family planning: A global handbook for providers. Baltimore: INFO Project. 

METHOD COMMON MANAGEMENT

Combined Oral Contraceptives (COCs)

Nausea or dizziness • Pills can be taken at bedtime or with food.
• If symptoms continue:

•• Consider locally available remedies.
•• Consider extended use if her nausea comes after she starts a new

pack of pills.

Irregular bleeding
(at unexpected times
that bothers the client)

• Reassure her that many women using COCs experience irregular
bleeding. It is not harmful and usually becomes less or stops after the
first few months of use.

• Check to see if she has missed any pills. 
• Inquire about factors that would reduce the effectiveness of the pill

(e.g., vomiting, diarrhea, use of other medicines)
• To reduce irregular bleeding:

•• Urge her to take a pill each day at the same time each day.
•• Teach her to make up for missed pills properly, including after vom-

iting or diarrhea.
•• Try 800 mg ibuprofen three times daily after meals for five days, or

another nonsteroidal anti-inflammatory drug (NSAID), beginning
when irregular bleeding starts.

•• If she has been taking the pills for more than a few months and
NSAIDs do not help, give her a different COC formulation, if avail-
able. Ask her to try the new pills for at least three months.

• If irregular bleeding continues or starts after several months of having
normal or no monthly bleeding, or if you suspect for other reasons that
something might be wrong, consider underlying conditions unrelated to
method use.

No monthly bleeding • Ask if she is having any bleeding at all. If she is, reassure her.
• Reassure her that some women using COCs stop having monthly

bleeding, and this is not harmful. There is no need to lose blood every
month. It is similar to not having monthly bleeding during pregnancy.
She is not infertile. Blood is not building up insider her. 

• Ask if she has been taking a pill every day. If she has, reassure her
that she is not likely to be pregnant. She can continue taking her
COCs as before.

• Ask her if she skipped the seven-day break between two packs (for
21-day packs) or skipped the seven nonhormonal pills (for 28-day
packs)? If she did, reassure her that she is not pregnant. She can
continue using COCs.

• If she has missed hormonal pills or started a new pack late:
•• She can continue using COCs.
•• If she has missed three or more pills or started a new pack three or

more days late, she should return to the facility if she develops
signs and symptoms of early pregnancy.

(continued)
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METHOD COMMON MANAGEMENT

Combined Oral Contraceptives (COCs)

Ordinary headaches
(nonmigrainous)

• Try the following (one at a time):
•• Suggest aspirin (325 to 650 mg), ibuprofen (200 to 400 mg), parac-

etamol (325 to 1000 mg), or another pain reliever.
•• Some women get headaches during the hormone-free week (the

seven days when the woman does not take hormonal pills).
Consider extended use (i.e., taking hormonal pills for 12 weeks
without a break, followed by taking one week of nonhormonal pills
or taking no pills for one week).

• Any headaches that get worse or occur more often during COC use
should be evaluated.

Very bad headaches
(migraines)

• Regardless of her age, a woman who develops migraine headaches,
with or without aura, or whose migraine headaches become worse
while using COCs, should stop using COCs.

• Help her choose a method without estrogen.

Unexplained vaginal
bleeding or heavy or
prolonged bleeding
(twice as much as usual
or longer than eight days)
Note: Such bleeding
may be suggestive of a
medical condition not
related to the method.

• Refer or evaluate the woman by history and pelvic examination.
Diagnose and treat as appropriate.

• The woman can continue using COCs while her condition is being
evaluated.

• If bleeding is caused by sexually transmitted infection or pelvic
inflammatory disease, she can continue using COCs during treatment.

Starting treatment with
anticonvulsants or
rifampicin

• Barbiturates, carbamazepine, oxcarbazepine, phenytoin, primidone,
topiramate, and rifampicin may make COCs less effective. If the
woman expects long-term use of any of these medications, she might
want a different method such as monthly injectables, progestin-only
injectables, or a copper-bearing or hormonal IUD.

• If she will be using these medications on a short-term basis, she can
use a backup method along with COCs.

Circumstances that
will keep her from
walking for one week
or more

• If she is having major surgery or her leg is in a cast, or for other reasons
she will be unable to move about for several weeks, she should:
•• Tell her doctors that she is using COCs
•• Stop taking COCs and use a backup method during this period
•• Restart COCs two weeks after she can move about again

Certain serious health
conditions (suspected
heart or liver disease,
high blood pressure,
blood clots in deep veins
of legs or lungs, stroke,
breast cancer, damage
to arteries, or gall 
bladder disease)

• Tell the woman to stop taking COCs.
• Help her choose a backup method to use until the condition is

evaluated.
• Refer her for diagnosis and care, if she is not already receiving care

for her condition.

(continued)
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METHOD COMMON MANAGEMENT

Combined Oral Contraceptives (COCs)

Minor side effects 
during the first three
months 

• Offer the woman another low-dose pill or a progestin-only pill.

Suspected pregnancy • Assess for pregnancy.
• Tell her to stop taking COCs if pregnancy is confirmed.
• There are no known risks to a fetus conceived while a woman is taking

COCs.

Progestin-Only Pills (POPs)

Irregular bleeding 
(bleeding at unexpected
times that bothers the
client)

• Reassure the woman that many women using POPs experience
irregular bleeding (including women who are breastfeeding). It is not
harmful and sometimes becomes less or stops after the first several
months of use. However, some women have irregular bleeding the
entire time they are taking POPs.

• Other possible causes of irregular bleeding:
•• Vomiting or diarrhea
•• Taking anticonvulsants or rifampicin

• To reduce irregular bleeding:
•• Teach the woman to make up for missed pills properly, including

after vomiting or diarrhea.
•• For modest short-term relief, she can try 800 mg ibuprofen three

times daily after meals for five days or another nonsteroidal anti-
inflammatory drug (NSAID), beginning when irregular bleeding starts.
NSAIDs provide some relief of irregular bleeding for implants, pro-
gestin-only injectables, and IUDs, and they may also help POP users.

•• If she has been taking the pills for more than a few months and
NSAIDs do not help, give her a different POP formulation, if avail-
able. Ask her to try the new pills for at least three months.

• If the woman’s irregular bleeding continues or starts after several
months of normal or no monthly bleeding, or if you suspect for other
reasons that something might be wrong, consider underlying
conditions unrelated to the method. 

Heavy or prolonged
bleeding 
(twice as much as usual
or longer than eight days)

• Reassure the woman that some women using POPs experience heavy
or prolonged bleeding. It is generally not harmful and usually becomes
less or stops after a few months.

• For modest short-term relief, she can try NSAIDs, beginning when
heavy bleeding starts. Try the same treatments as for irregular
bleeding.

• To help prevent anemia, suggest that the woman take iron tablets and
tell her it is important to eat foods containing iron, such as meat and
poultry (especially beef and chicken liver), fish, green leafy vegetables,
and legumes (beans, bean curd, lentils, and peas).

• If the heavy or prolonged bleeding continues or starts after several
months of normal or no monthly bleeding, or if you suspect for other
reasons, that something might be wrong, consider underlying
conditions unrelated to the method

(continued)
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Progestin-Only Pills (POPs)

No monthly bleeding • Breastfeeding women:
•• Reassure the woman that this is normal during breastfeeding. It is

not harmful.
• Women not breastfeeding:

•• Reassure the woman that some women using POPs stop having
monthly bleeding, and this is not harmful. There is no need to lose
blood every month. It is similar to not having monthly bleeding during
pregnancy. She is not infertile. Blood is not building up inside her. 

Severe pain in lower
abdomen (suspected
ectopic pregnancy or
enlarged ovarian follicles
or cysts)

• Many conditions can cause severe abdominal pain. Be particularly
alert for additional signs or symptoms of ectopic pregnancy, which is
rare but can be life-threatening.

• In the early stages of ectopic pregnancy, symptoms might be absent or
mild, but eventually they will become severe. A combination of these
signs or symptoms should increase suspicion of ectopic pregnancy:
•• Unusual abdominal pain or tenderness
•• Abnormal vaginal bleeding or no monthly bleeding, especially if this

is a change from the woman’s usual bleeding pattern
•• Lightheadedness or dizziness
•• Fainting

• If you suspect ectopic pregnancy or another serious health condition,
refer the woman at once for immediate diagnosis and care.

• Abdominal pain might be the result of other problems such as enlarged
ovarian follicles or cysts.
•• There is no need to treat enlarged ovarian follicles or cysts unless

they grow abnormally large, twist, or burst. Reassure the client that
these conditions usually disappear on their own. To be sure the
problem is resolving, see the client again in six weeks, if possible.

Unexplained vaginal
bleeding (suggestive of
a medical condition not
related to the method)

• Refer the woman or evaluate by history and pelvic examination.
Diagnose and treat as appropriate.

• The woman can continue using POPs while her condition is being
evaluated.

• If bleeding is caused by a sexually transmitted infection or pelvic
inflammatory disease, she can continue using POPs during treatment.

Starting treatment with
anticonvulsants or
rifampicin

• Barbiturates, carbamazepine, oxcarbazepine, phenytoin, primidone,
topiramate, and rifampicin might make POPs less effective. If the
woman expects long-term use of these medications, she might want a
different method, such as monthly injectables, progestin-only
injectables, or a copper-bearing or hormonal IUD.

• If she will be using these medications on a short-term basis, she can
use a backup method along with POPs.

Migraine headaches • If the woman has migraine headaches without aura, she can continue
to use POPs if she wishes.

• If she has migraine aura, she must stop using POPs. Help her choose
a method without hormones.

(continued)



ACQUIRE Project/EngenderHealth Counseling for Effective Use of FP—Participant Handbook 145

Session 23

Management of Side Effects and Other Problems, by Method (cont.)

METHOD COMMON MANAGEMENT

Progestin-Only Pills (POPs)

Certain serious health
conditions (suspected
blood clots in deep veins
of legs or lungs, liver dis-
ease, or breast cancer)

• Tell the woman to stop taking POPs.
• Help the woman choose a backup method to use until the condition is

evaluated.
• Refer her for diagnosis and care if she not already receiving care for

her condition.

Heart disease due to
blocked or narrowed
arteries (ischemic
heart disease) or
stroke

• A woman who has one of these conditions can safely start POPs.
However, if the condition develops after she starts using POPs, she
should stop. Help her choose a method without hormones.

• Refer her for diagnosis and care if she is not already receiving care for
her condition.

Suspected pregnancy • Assess the woman for pregnancy, including ectopic pregnancy.
• Tell her to stop taking POPs if pregnancy is confirmed.
• There are no known risks to a fetus conceived while a woman is taking

POPs.

Progestin-Only Injectables (DMPA and NET-EN) 

Late injections • If the client is less than two weeks late for a repeat injection, she can
receive her next injection. There is no need for tests, evaluation, or a
backup method.

• A client who is more than two weeks late can receive her next injection
under any of the following circumstances:
•• She has not had sex since two weeks after she should have had

her last injection.
•• She has used a backup method or has taken emergency contracep-

tive pills after any unprotected sex since 2 weeks after she should
have had her last injection.

•• She is fully or nearly fully breastfeeding and she gave birth less
than six months ago.

She will need a backup method for the first seven days after the injec-
tion.

• Discuss why the client was late and possible solutions. If coming back
on time is often a problem for her, discuss using a backup method
when she is late for her next injection, taking emergency contraceptive
pills, or choosing another method.

No monthly bleeding • Reassure the woman that most women using progestin-only
injectables stop having monthly bleeding over time, and this is not
harmful. There is no need to lose blood every month. It is similar to not
having monthly bleeding during pregnancy. She is not infertile. Blood
is not building up inside her. 

• If she is not having monthly bleeding bothers her, she might want to
switch to monthly injectables, if they are available.

(continued)
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Progestin-Only Injectables (DMPA and NET-EN)

Irregular bleeding 
(bleeding at times that
bothers the client)

• Reassure the woman that many women using progestin-only
injectables experience irregular bleeding. It is not harmful and usually
becomes less or stops after the first few months of use.

• For modest short-term relief, she can take 800 mg ibuprofen three
times daily or 500 mg mefenamic acid two times daily after meals for
five days, beginning when irregular bleeding starts.

• If irregular bleeding continues or starts after several months of normal
or no monthly bleeding, or if you suspect for other reasons that
something might be wrong, consider underlying conditions unrelated to
the method. Inquire about possible underlying reasons (e.g., STIs,
pelvic inflammatory disease), and treat and/or refer as needed. If
bleeding is caused by sexually transmitted infection or pelvic
inflammatory disease, she can continue using progestin-only
injectables during treatment.

Heavy or prolonged
bleeding 
(twice as much as usual
or longer than eight
days)

• Reassure the woman that some women using progestin-only
injectables experience heavy or prolonged bleeding. It is not harmful
and usually becomes less or stops after a few months.

• For modest short-term relief, she can try (one at a time):
•• COCs, taking one pill daily for 21 days, beginning when heavy

bleeding starts
•• 50 micrograms of ethinyl estradiol daily for 21 days, beginning when

heavy bleeding starts
• If bleeding becomes a health threat or if the woman wants to switch

methods, help her choose another method. In the meantime, she can
take ethinyl estradiol or COCs as above to help reduce bleeding.

• To help prevent anemia, suggest that the woman take iron tablets and
tell her that it is important to eat foods containing iron, such as meat
and poultry (especially beef and chicken liver), fish, green leafy
vegetables, and legumes (beans, bean curd, lentils, and peas).

• If the heavy or prolonged bleeding continues or starts after several
months of normal or no monthly bleeding, or if you suspect that
something might be wrong for other reasons, consider underlying
conditions unrelated to the method.

Ordinary headaches
(nonmigrainous)

• Suggest aspirin (325 to 650 mg), ibuprofen (200 to 400 mg),
paracetamol (325 to 1000 mg), or another pain reliever.

• Any headaches that get worse or occur more often during use of
injectables should be evaluated.

Very bad headaches
(migraines)

• If the woman has migraine headaches without aura, she can continue
to use the method if she wishes to.

• If she has migraine aura, do not give the injection. Help her choose a
method without hormones.

(continued)
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Progestin-Only Injectables (DMPA and NET-EN)

Unexplained vaginal
bleeding 
(suggestive of a medical
condition no related to
the method)

• Refer the woman or evaluate by history and pelvic examination.
Diagnose and treat as appropriate.

• If no cause of bleeding can be found, consider stopping the
progestin-only injectables to make diagnosis easier. Help the woman
choose another method (not implants or a copper-bearing or hormonal
IUD) to use until the condition is evaluated and treated.

• If bleeding is caused by a sexually transmitted infection or pelvic
inflammatory disease, she can continue using progestin-only
injectables during treatment.

Certain serious health
conditions (suspected
blocked or narrowed arter-
ies, liver disease, severe
high blood pressure, blood
clots in deep veins of legs
or lungs, stroke, breast
cancer, or damage to
arteries, vision, kidneys, or
nervous system caused
by diabetes)

• Do not give the woman the next injection.
• Give her a backup method to use until her condition is evaluated.
• Refer her for diagnosis and care if she is not already receiving care for

the condition.

Suspected pregnancy • Assess the woman for pregnancy.
• Stop injections if pregnancy is confirmed.
• There are no known risks to a fetus conceived while a woman is using

injectables.

Implants

No monthly bleeding • Reassure the woman that some women stop having monthly bleeding
when using implants, and this is not harmful. There is no need to lose
blood every month. It is similar to not having monthly bleeding during
pregnancy. She is not infertile. Blood is not building up inside her. 

Irregular bleeding 
(bleeding at unexpected
times that bothers the
client)

• Reassure the woman that many woman using implants experience
irregular bleeding. It is not harmful and usually becomes less or stops
after the first year of use.

• For modest short-term relief, she can take 800 mg ibuprofen or 500
mg mefenamic acid three times daily after meals for five days,
beginning when irregular bleeding starts. 

• If these drugs do not help her, she can try one of the following,
beginning when irregular bleeding starts:
•• Combined oral contraceptives with the progestin levonorgestrel

(one pill daily for 21 days)
•• 50 micrograms ethinyl estradiol daily for 21 days

• If the irregular bleeding continues or starts after several months of
normal or no monthly bleeding, or if you suspect for other reasons that
something may be wrong, consider underlying conditions unrelated to
the method.

(continued)
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Implants

Heavy or prolonged
bleeding 
(twice as much as usual
or longer than eight
days)

• Reassure the woman that some women using implants experience
heavy or prolonged bleeding. It is generally not harmful and usually
becomes less or stops after a few months.

• For modest short-term relief, she can try any of the treatments for
irregular bleeding listed above, beginning when heavy bleeding starts.
Combined oral contraceptives with 50 micrograms of ethinyl estradiol
might work better than lower-dose pills.

• To help prevent anemia, suggest that she take iron tablets and tell her
it is important to eat foods containing iron, such as meat and poultry
(especially beef and chicken liver), fish, green leafy vegetables, and
legumes (beans, bean curd, lentils, and peas).

• If the heavy or prolonged bleeding continues or starts after several
months of normal or no monthly bleeding, or of you suspect for other
reasons that something might be wrong, consider underlying
conditions unrelated to the method.

Ordinary headaches
(nonmigrainous)

• Suggest aspirin (325 to 650 mg), ibuprofen (200 to 400 mg),
paracetamol (325 to 1,000 mg), or another pain reliever.

• Any headaches that get worse or occur more often during use of
implants should be evaluated.

Mild abdominal pain • Suggest aspirin (325 to 650 mg), ibuprofen (200 to 400 mg),
paracetamol (325 to 1,000 mg), or another pain reliever.

• Consider locally available remedies.

Severe pain in lower
abdomen (suspected
ectopic pregnancy or
enlarged ovarian follicles
or cysts)

• Many conditions can cause severe abdominal pain. Be particularly
alert for signs or symptoms of ectopic pregnancy, which is rare but can
be life-threatening.

• In the early stages of ectopic pregnancy, symptoms might be absent or
mild, but eventually they will become severe. A combination of these
signs or symptoms should increase suspicion of ectopic pregnancy:
•• Unusual abdominal pain or tenderness
•• Abnormal vaginal bleeding or no monthly bleeding, especially if this

is a change from the woman’s usual bleeding pattern
•• Lightheadedness or dizziness
•• Fainting

• If you suspect ectopic pregnancy or another serious health condition,
refer the woman at once for immediate diagnosis and care. 

• Abdominal pain might be caused by other problems, such as enlarged
ovarian follicles or cysts.
•• A woman can continue to use implants during evaluation.
•• There is no need to treat enlarged ovarian follicles or cysts unless

they grow abnormally large, twist, or burst. Reassure the client that
these conditions usually disappear on their own. To be sure the
problem is resolving, see the client again in six weeks, if possible.

(continued)
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Implants

Pain after insertion or
removal

• For pain after insertion, check that the bandage or gauze on the
woman’s arm is not too tight.

• Put a new bandage on the arm and advise her to avoid pressing on
the site for a few days.

• Give her aspirin (325 to 650 mg), ibuprofen (200 to 400 mg),
paracetamol (325 to 1,000 mg), or another pain reliever.

Infection at the 
insertion site (redness,
heat, pain, pus)

• Do not remove the implants.
• Clean the infected area with soap and water or antiseptic.
• Give the woman oral antibiotics for seven to 10 days
• Ask her to return after taking all of the antibiotics if the infection does

not clear. If the infection has not cleared, remove the implants or refer
the woman to have them removed.

• Expulsion or partial expulsion often follows infection. Ask the client to
return if she notices an implant coming out.

Abscess 
(pocket of pus under the
skin due to infection)

• Clean the area with antiseptic.
• Cut open (incise) and drain the abscess.
• Treat the wound.
• Give oral antibiotics for seven to 10 days.
• Ask the client to return after taking all of the antibiotics if she has heat,

redness, pain, or drainage of the wound. If infection is present when
she returns, remove the implants or refer her to have them removed.

Expulsion 
(when one or more
implants begins to come
out of the arm)

• This condition is rare and usually occurs within a few months of
insertion or with infection.

• If no infection is present, replace the expelled rod or capsule through a
new incision near the other rods or capsules, or refer the woman to
have it replaced.

Migraine headaches • If the woman has migraine headaches without aura, she can continue
to use implants if she wishes

• If she has migraine aura, remove the implants. Help her choose a
method without hormones.

Certain serious health
conditions (suspected
blood clots in deep veins
of legs or lungs, liver dis-
ease, or breast cancer)

• Remove the implants or refer the woman to have them removed.
• Help her choose a backup method to use until her condition is

evaluated.
• Refer her for diagnosis and care if she is not already receiving care for

the condition.

Heart disease due to
blocked or narrowed
arteries (ischemic heart
disease) or stroke

• A woman who has one of these conditions can safely start implants.
However, if the condition develops while she is using implants:
•• Remove the implants or refer her to have them removed.
•• Help her choose a method without hormones.
•• Refer her for diagnosis and care if she not already receiving care for

the condition.

(continued)



150 Counseling for Effective Use of FP—Participant Handbook ACQUIRE Project/EngenderHealth

Session 23

Management of Side Effects and Other Problems, by Method (cont.)

METHOD COMMON MANAGEMENT

Implants

Suspected pregnancy • Assess the woman for pregnancy, including ectopic pregnancy.
• If she plans to carry the pregnancy to term, remove the implants or

refer her to have them removed. 
• There are no known risks to a fetus conceived while a woman has

implants in place.

Copper-Bearing Intrauterine Device (IUD)

Heavy or prolonged
bleeding 
(twice as much as usual
or longer than eight
days)

• Reassure the woman that many women experience heavy or
prolonged bleeding while using an IUD. It is generally not harmful and
usually becomes less or stops after the first several months of use.

• For modest short-term relief she can try (one at a time):
•• Tranexamic acid (1,500 mg) three times daily for three days, then

1,000 mg daily for two days, beginning when heavy bleeding starts
•• Nonsteroidal anti-inflammatory drugs (NSAIDs) such as ibuprofen

(400 mg) or indomethacin (25 mg) two times daily after meals for
five days, beginning when heavy bleeding starts. Other NSAIDs—
except aspirin—also might provide some relief.

• Provide iron tablets, if possible, and tell her it is important for her to eat
foods containing iron.

• If heavy or prolonged bleeding continues or starts after several months
of having normal bleeding or long after the IUD was inserted, or if you
suspect for other reasons that something might be wrong, consider
underlying conditions unrelated to the method. 

Irregular bleeding 
(bleeding at unexpected
times that bothers the
client)

• Reassure the woman that many IUD users experience irregular bleeding.
It is not harmful and usually lessens or stops after several months.

• For modest short-term relief, she can try NSAIDs such as ibuprofen
(400 mg) or indomethacin (25 mg) two times daily after meals for five
days, beginning when irregular bleeding starts.

• If irregular bleeding continues or starts after several months of normal
bleeding, or if you suspect for other reasons that something might be
wrong, consider underlying conditions unrelated to the method. 

Cramping and pain • Women can expect some cramping and pain for the first day or two
after insertion of an IUD.

• Explain to the woman that cramping is common in the first three to six
months of IUD use, particularly during monthly bleeding. Generally this
is not harmful, and it usually decreases over time.

• Suggest aspirin (325 to 650 mg), ibuprofen (200 to 400 mg),
paracetamol (32 to 1,000 mg), or another pain reliever. If she also has
heavy or prolonged bleeding, aspirin should not be used because it
might increase bleeding.

If the cramping continues and occurs outside of monthly bleeding:
• Evaluate the woman for underlying health conditions and treat or refer her.
• If no underlying condition and cramping is severe, discuss removal.

•• If the removed IUD looks distorted, or if difficulties during removal
suggest that the IUD was out of proper position, explain to the client
that she can have a new IUD that might cause less cramping.

(continued)
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Copper-Bearing Intrauterine Device (IUD)

Possible anemia • If a woman already has low iron blood stores before a copper-bearing
IUD is inserted and the IUD causes heavier monthly bleeding, the IUD
might contribute to anemia..

• Pay special attention to IUD users with any of the following signs and
symptoms:
•• Inside of eyelids or underneath fingernails looks pale; pale skin;

fatigue or weakness; dizziness; irritability; headache; ringing in the
ears; sore tongue; brittle nails

•• If blood testing is available, a test result showing hemoglobin less
than 9 g/dl or hematocrit less than 30

• Provide iron tablets, if possible.
• Tell the woman that it is important to eat foods containing iron, such as

meat and poultry (especially beef and chicken liver), fish, green leafy
vegetables, and legumes (beans, bean curd, lentils, and peas).

Partner can feel IUD
strings during sex

• Explain the woman that this happens sometimes when strings are cut
too short.

• If her partner finds the strings bothersome, describe the available options:
•• Strings can be cut even shorter so they are not coming out of the

cervical canal. Her partner will not feel the strings, but the woman
will no longer be able to check the IUD strings.

• If the woman wants to be able to check her IUD strings, the IUD can
be removed and a new one can be inserted. (To avoid discomfort, the
strings should be cut so that three centimeters hang out of the cervix.)

Severe pain in lower
abdomen (suspected
pelvic inflammatory 
disease [PID])

• Some common signs and symptoms of PID also occur with other
abdominal conditions, such as ectopic pregnancy. If ectopic pregnancy
is ruled out, assess for PID.

• If possible, perform an abdominal examination and a pelvic examination.
• If a pelvic examination is not possible, and the woman has a combination

of the following signs and symptoms in addition to lower abdominal
pain, suspect PID:
•• Unusual vaginal discharge
•• Fever or chills
•• Pain during sex or urination
•• Bleeding after sex or between monthly bleeding periods
•• Nausea and vomiting
•• A tender pelvic mass
•• Pain when the abdomen is gently pressed (direct abdominal tender-

ness) or when gently pressed and then suddenly released (rebound
abdominal tenderness)

• Treat PID or immediately refer the woman for treatment:
•• Because of the serious consequences of PID, health care providers

should treat all suspected cases, based on the signs and symptoms
above. Treatment should be started as soon as possible. Treatment
is more effective at preventing long-term health risks/complications
when appropriate antibiotics are given immediately.

•• Treat for gonorrhea, chlamydia, and anaerobic bacterial infections.
Counsel the client about condom use and, if possible, give her condoms.

•• There is no need to remove the IUD if she wants to continue using it.
If she wants it removed, take it out after starting antibiotic treatment.

(continued)
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Copper-Bearing Intrauterine Device (IUD)

Severe pain in lower
abdomen (suspected
ectopic pregnancy)

• Many conditions can cause severe abdominal pain. Be particularly
alert for additional signs or symptoms of ectopic pregnancy, which is
rare but can be life-threatening.

• In the early stages of ectopic pregnancy, symptoms might be absent or
mild, but eventually they will become severe. A combination of these
signs or symptoms should increase suspicion of ectopic pregnancy:
•• Unusual abdominal pain or tenderness
•• Abnormal vaginal bleeding or no monthly bleeding, especially if this

is a change from the woman’s usual bleeding pattern
•• Lightheadedness or dizziness
•• Fainting

• If ectopic pregnancy or another serious health condition is suspected,
refer the woman at once for immediate diagnosis and care.

• If she does not have these additional symptoms or signs, assess for
pelvic inflammatory disease.

Suspected uterine
puncturing (perforation)

• If puncturing is suspected at the time of insertion or sounding of the
uterus, stop the procedure immediately (and remove the IUD if
inserted). Carefully observe the woman:
•• For the first hour, keep the woman at bed rest and check her vital

signs (blood pressure, pulse, respiration, and temperature) every
five to 10 minutes.

•• If the client remains stable after one hour, check for signs of intra-
abdominal bleeding (such as low hematocrit or hemoglobin), if possi-
ble, and check her vital signs. Observe her for several more hours. If
she has no signs or symptoms, she can be sent home, but she should
avoid intercourse for two weeks. Help her choose another method.

•• If she has a rapid pulse and falling blood pressure, or if she has
new pain or increasing pain around the uterus, refer her to a higher
level of care.

•• If uterine perforation is suspected within six weeks after insertion, or
if it is suspected later and is causing symptoms, refer the client to a
clinician experienced at removing such IUDs.

IUD partially 
comes out 
(partial expulsion)

• If the IUD partially comes out, remove the IUD. Discuss with the client
whether she wants another IUD or a different method. If she wants
another IUD, she can have one inserted at any time, if she is
reasonably certain she is not pregnant. If she does not want to
continue using an IUD, help her choose another method.

IUD completely 
comes out
(complete expulsion)

• If the client reports that the IUD came out, discuss with her whether
she wants another IUD or a different method. If she wants another
IUD, she can have one inserted at any time, if she is reasonably
certain she is not pregnant.

• If complete expulsion is suspected and the client does not know
whether the IUD came out, refer her for an x-ray or ultrasound to
assess whether the IUD might have moved to the abdominal cavity.
Give her a backup method to use in the meantime.

(continued)
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Copper-Bearing Intrauterine Device (IUD)

Missing strings 
(suggesting possible
pregnancy, uterine per-
foration, or expulsion)

• Ask the client:
•• Whether and when she saw the IUD come out
•• When she last felt the strings
•• When she had her last monthly bleeding
•• If she has any symptoms of pregnancy
•• If she has used a backup method since she noticed missing strings

• Always start with minor and safe procedures and be gentle. Check for the
strings in the folds of the cervical canal with forceps. About half the time
that IUD strings are missing, they can be found in the cervical canal.

• If strings cannot be located in the cervical canal, either they have gone
up into the uterus or the IUD has been expelled unnoticed. Rule out
pregnancy before attempting more invasive procedures. Refer the
woman for evaluation. Give her a backup method to use in the
meantime, in case the IUD came out.

Unexplained vaginal
bleeding 
(that suggests a medical
condition not related to
the method)

• Refer or evaluate by history or pelvic examination. Diagnose and treat
as appropriate.

• The client can continue using the IUD while her condition is being
evaluated.

• If bleeding is caused by a sexually transmitted infection or pelvic
inflammatory disease, she can continue using the IUD during treatment.

Suspected pregnancy • Assess the client for pregnancy, including ectopic pregnancy.
• Explain that an IUD in the uterus during pregnancy increases the risk

of preterm delivery or miscarriage, including infected (septic)
miscarriage during the first or second trimester, which can be
life-threatening.

• If the woman does not want to continue the pregnancy, counsel her
according to program guidelines.

• If she continues the pregnancy:
•• Advise her that it is best to remove the IUD.
•• Explain the risks of pregnancy with an IUD in place. Early removal

of the IUD reduces these risks, although the removal procedure
itself involves a small risk of miscarriage.

•• If she agrees to removal, gently remove the IUD or refer her to have
it removed.

•• Explain that she should return at least once if she develops any
signs of miscarriage or septic miscarriage (vaginal bleeding, cramp-
ing, pain, abnormal vaginal discharge, or fever).

•• If she chooses to keep the IUD, her pregnancy should be followed
closely by a nurse or doctor. She should see a nurse or doctor at
least once if she develops any signs of septic miscarriage.

• If the IUD strings cannot be found in the cervical canal and the IUD
cannot be safely retrieved, refer the client for ultrasound, if possible, to
determine whether the IUD is still in the uterus. If it is, or if ultrasound
is not available, her pregnancy should be followed closely. She should
seek care at once if she develops any signs of septic miscarriage.

(continued)
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Female Sterilization

Infection at the 
incision site (redness,
heat, pain, pus)

• Clean the infected area with soap and water or antiseptic.
• Give the woman oral antibiotics for seven to 10 days.
• Ask the client to return after taking all antibiotics if the infection has not

cleared.

Abscess 
(a pocket of pus under
the skin caused by 
infection)

• Clean the area with antiseptic.
• Cut open (incise) and drain the abscess.
• Treat the wound.
• Give oral antibiotics for seven to 10 days.
• Ask the client to return after taking all of the antibiotics if she has heat,

redness, pain, or drainage of the wound.

Severe pain in lower
abdomen (suspected
ectopic pregnancy)

• Ectopic pregnancy is any pregnancy that occurs outside the uterine
cavity. Early diagnosis is important. Ectopic pregnancy is rare but can
be life-threatening.

• In the early stages of ectopic pregnancy, symptoms might be absent or
mild, but eventually they will become severe. A combination of these
signs or symptoms should increase suspicion of ectopic pregnancy:
•• Unusual abdominal pain or tenderness
•• Abnormal vaginal bleeding or no monthly bleeding, especially if this

is a change from the client’s usual bleeding pattern
•• Lightheadedness or dizziness
•• Fainting

Symptoms and care for ruptured ectopic pregnancy:
• Symptoms: Sudden sharp or stabbing lower abdominal pain, sometimes

on one side and sometimes throughout the body, suggests a ruptured
ectopic pregnancy (when the fallopian tube breaks due to the pregnancy).
Pain in the right shoulder can develop due to blood from a ruptured
ectopic pregnancy pressing on the diaphragm. Within a few hours, the
abdomen usually becomes rigid and the woman goes into shock.

• Care: Ectopic pregnancy is a life-threatening, emergency condition
requiring immediate surgery. If ectopic pregnancy is suspected,
perform a pelvic examination only if facilities for immediate surgery are
available. Otherwise, immediately refer and/or transport the woman to
a facility where definitive diagnosis and surgical care can be provided.

Male Sterilization

Bleeding or blood
clots after the 
procedure

• Reassure the client that minor bleeding and small uninfected blood
clots usually go away without treatment within a couple of weeks.

• Large blood clots might need to be surgically drained.
• Infected blood clots require antibiotics and hospitalization.

Infection at the punc-
ture or incision site 
(redness, heat, pain,
pus)

• Clean the infected area with soap and water or antiseptic.
• Give the client oral antibiotics for seven to 10 days.
• Ask the client to return after taking all of the antibiotics, if the infection

has not cleared.

(continued)
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METHOD COMMON MANAGEMENT

Male Sterilization

Abscess 
(a pocket of pus under
the skin caused by 
infection)

• Clean the area with antiseptic.
• Cut open (incise) and drain the abscess.
• Treat the wound.
• Give the client oral antibiotics for seven to10 days.
• Ask the client to return after taking all of the antibiotics, if he notices

heat, redness, pain, or drainage of the wound.

Pain lasting for
months

• Suggest elevating the scrotum with snug underwear or pants or an
athletic supporter.

• Suggest soaking in warm water.
• Suggest aspirin (325 to 650 mg), ibuprofen (200 to 400 mg),

paracetamol (325 to 1,000 mg), or another pain reliever.
• Provide antibiotics if you suspect an infection. 
• If pain persists and cannot be tolerated, refer the client for further care.

Male Condoms

Condom breaks, slips
off the penis, or is not
used

• Emergency contraceptive pills can help prevent pregnancy in cases
where a condom fails. If a man notices a break or slip, he should tell
his partner so that she can use emergency contraceptive pills, if she
wants to.

• Little can be done to reduce the risk of STIs if a condom breaks, slips,
or is not used. If the client has signs or symptoms of STIs after having
unprotected sex, assess or refer.

• If a client reports that a condom breaks or slips:
•• Ask the client to show you how they are opening the condom pack-

age and putting the condom on, using a model or other item.
Correct any errors.

•• Ask the client if any lubricants are being used. The wrong lubricant
or too little lubricant can increase breakage. Too much lubricant can
cause the condom to slip off.

•• Ask the client when the man withdraws his penis. Waiting too long
to withdraw (i.e., until after the erection begins to subside) can
increase the chance of slips.

Difficulty putting on
the condom

• Ask clients to show how they put the condom on, using a model or
other item. Correct any errors.

Man cannot maintain
an erection while
putting on or using a
condom

• Often this problem is the result of embarrassment. Discuss ways of
making condom use more enjoyable and less embarrassing (i.e., the
woman may put the condom on for the man).

• Suggest a small amount of water or water-based lubricant on the penis
and extra lubricant on the outside. This might increase sensation and
help maintain the erection.

(continued)
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METHOD COMMON MANAGEMENT

Male Condoms

Difficulty persuading
partner to use condoms
or not able to use a con-
dom every time

• Discuss with clients ways to talk about condoms with partners and also
the rationale for dual protection. 

• Explain that the client can consider combining condoms with:
•• Another effective contraceptive method for better pregnancy protec-

tion
•• A fertility awareness method, using condoms only during the fertile

time, If the client is not at risk for STI infection
• Especially if the client or partner is at risk for STIs, encourage

continued condom use while working out problems with the partner. If
neither partner has an infection, a mutually faithful sexual relationship
provides STI protection without requiring condom use, but it does not
protect against pregnancy.

Mild irritation in or
around the vagina or
penis or mild allergic
reaction to condom
(itching, redness, rash,
and/or swelling of geni-
tals, groin, or thighs dur-
ing or after condom use)

• Suggest trying another brand of condoms. A person may be more
sensitive to one brand of condoms than to others.

• Suggest putting lubricant or water on the condom to reduce rubbing
that might cause irritation. 

• If symptoms persist, assess or refer, as appropriate, for possible
vaginal infection. or STI as appropriate.
•• If there is no infection and irritation continues or recurs, the client

might have an allergy to latex.
•• If the client is not at risk for STIs, help the client choose another

method.
•• If the client or partner is at risk for STIs, suggest using female con-

doms or plastic male condoms, if available. If not available, urge
continued use of latex condoms. Tell the client to stop using latex
condoms if symptoms become severe.

•• If neither partner has an infection, a mutually faithful sexual relation-
ship provides STI protection without requiring condom use, but it
does not protect against pregnancy.

Female partner is
using miconazole or
econazole (for treat-
ment of vaginal infec-
tions)

• A woman should not rely on latex condoms during vaginal use of
miconazole or econazole. They can damage latex. (Oral treatment will
not harm condoms.)

• She should use female condoms, plastic male condoms, or another
contraceptive method, or abstain from sex until treatment is completed.

Severe allergic reac-
tion to condom (hives
or rash over much of
body, dizziness, difficulty
breathing, or loss of con-
sciousness during or
after condom use)

• Tell the client to stop using latex condoms.
• Refer the client for care, if necessary. A severe allergic reaction to

latex could lead to life-threatening anaphylactic shock. Help the client
choose another method.

• If the client or partner cannot avoid risk of STIs, suggest that they use
female condoms or plastic male condoms, if available. If neither
partner has an infection, a mutually faithful sexual relationship
provides STI protection without requiring condom use, but it does not
protect against pregnancy.

(continued)
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METHOD COMMON MANAGEMENT

Female Condoms

Difficulty inserting the
female condom

• Ask the client how she inserts a female condom. If a model is
available, ask her to demonstrate and let her practice with the model. 
If not, ask her to demonstrate using her hands. Correct any errors.

Inner ring uncomfort-
able or painful

• Suggest that the client reinsert or reposition the condom so that the
inner ring is tucked back behind the pubic bone and out of the way.

Condom squeaks or
makes noise during sex

• Suggest adding more lubricant to the inside of the condom or onto the
penis.

Condom slips, is not
used, or is used 
incorrectly

• Emergency contraceptive pills can help prevent pregnancy.
• Little can be done to reduce the risk of STIs if a condom breaks, slips,

or is not used. If the client has signs or symptoms of STIs after having
unprotected sex, assess or refer.

• If the client reports slips, she might be inserting the female condom
incorrectly. Ask her to show how she is inserting the condom, using a
model or demonstrating with her hands. Correct any errors.

Difficulty persuading
partner to use condoms
or not able to use a con-
dom every time

• Discuss with the clients ways to talk with her partner about the
importance of condom use for protection from pregnancy and STIs. 

Mild irritation in or
around the vagina or
penis 
(itching, redness, or rash)

• Explain that irritation usually goes away on its own without treatment.
• Suggest adding lubricant to the inside of the condom or onto the penis

to reduce rubbing that might cause irritation.
• If symptoms persist, assess and treat for possible vaginal infection or

STI, as appropriate.
•• If there is no infection, help the client choose another method,

unless the client is at risk for HIV or other STIs.
•• For clients at risk of STIs, suggest using male condoms. If using

male condoms is not possible, urge continued use of female con-
doms despite the discomfort.

•• If neither partner has an infection, a mutually faithful sexual relation-
ship provides STI protection without requiring condom use, but it
does not protect against pregnancy.

Suspected pregnancy • Assess the client for pregnancy.
• A woman can safely use female condoms during pregnancy for

continued STI protection.

Spermicide

Allergic reaction or
sensitivity to spermi-
cide, such as burning or
itching

• Check the client for infection, and treat or refer as appropriate
• If he or she does not have an infection, suggest using a different type

or brand of spermicide.

(continued)



METHOD COMMON MANAGEMENT

Diaphragm

Difficulty inserting or
removing diaphragm

• Give the client advice on inserting and removing the diaphragm. Ask
her to insert and remove the diaphragm in the clinic. Check its
placement after she inserts it. Correct any errors.

Discomfort or pain
with diaphragm use

• A diaphragm that is too large can cause discomfort. Check to see if it
fits well.
•• If the diaphragm is too large, fit the client with a smaller diaphragm. 
•• If it appears to fit properly and different kinds of diaphragms are

available, try a different diaphragm.
• Ask the client to insert and remove the diaphragm in the clinic. Check

the diaphragm’s placement after she inserts it. Give further advice as
needed.

• Check for vaginal lesions:
•• If the client has vaginal lesions or sores, suggest that she use

another method (condoms or oral contraceptives) temporarily and
give her supplies.

•• Assess for vaginal infection or sexually transmitted infection (STI).
Treat or refer for treatment as appropriate.

•• Lesions will go away on their own if the client switches to another
method.

Irritation in or around 
the vagina or penis (she
or her partner has itching,
rash, or irritation that lasts
for a day or more)

• Check for vaginal infection or STI and treat or refer for treatment as
appropriate.

• If the client does not have an infection, suggest trying a different type
or brand of spermicides.

Urinary tract infection
(burning or pain with uri-
nation, frequent urination
in small amounts, blood
in the urine, back pain)

• Treat the client with cotrimoxazole 240 mg orally once a day for three
days or trimethoprim 100 mg orally once a day for three days or
nitrofurantoin 50 mg orally twice a day for three days.

• If infection recurs, consider refitting the client with a smaller diaphragm.

Bacterial vaginosis
(abnormal white or grey
vaginal discharge with
unpleasant odor; may
also have burning during
urination and/or itching
around the vagina)

• Treat the client with metronidazole 2 g orally in a single dose or
metronidazole 400 to 500 mg orally twice daily for seven days.

Candidiasis (abnormal
white vaginal discharge
that can be watery or
thick and chunky; may
also have burning during
urination and/or redness
and itching around the
vagina)

• Treat the client with fluconazole 150 mg orally in a single dose,
miconazole 200 mg vaginal suppository once a day for three days or
clotrimazole 100 mg vaginal tablets, twice a day for three days.

• Miconazole suppositories are oil-based and can weaken a latex
diaphragm. Women using miconazole vaginally should not use latex
diaphragms or condoms during treatment. They can use a plastic
female or male condom or another method until all medication is
taken. (Oral treatment will not harm latex.)
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METHOD COMMON MANAGEMENT

Diaphragm

Suspected pregnancy • Assess the client for pregnancy.
• There are no known risks to a fetus conceived while using

spermicides.

Recurring urinary tract
infections or vaginal
infections (such as bac-
terial vaginosis or can-
didiasis)

• Consider refitting the client with a smaller diaphragm.

Latex allergy (redness,
itching, rash, and/or
swelling of genitals, groin,
or thighs [mild reaction];
or hives or rash over
much of the body, dizzi-
ness, difficulty breathing,
loss of consciousness
[severe reaction])

• Tell the client to stop using a latex diaphragm. Give her a plastic
diaphragm, if available, or help her choose another method, but not
latex condoms.

Toxic shock syndrome
(sudden high fever, body
rash, vomiting, diarrhea,
dizziness, sore throat,
and muscle aches) 

• Treat the client or refer her for immediate diagnosis and care. Toxic
shock syndrome can be life-threatening.

• Tell the client to stop using the diaphragm. Help her choose another
method, but not the cervical cap.

Fertility Awareness Methods

Inability to abstain
from sex during the
fertile time

• Discuss the problem openly with the couple and help them feel at
ease, not embarrassed.

• Discuss possible use of condoms, diaphragm, withdrawal, spermicides,
or sexual contact without vaginal sex during the fertile time.

• If they have had unprotected sex in the past five days, the woman can
consider emergency contraceptive pills.

Calendar-based 
methods
Cycles outside the
range of 26 to 32 days
for Standard Days
Method

• If the client has two or more cycles outside the range of 26 to 32 days
within any 12 months, suggest that she use the calendar rhythm
method or a symptoms-based method instead.

Calendar-based 
methods
Very irregular 
menstrual cycles 

• Suggest that the client use a symptoms-based method instead.

Symptoms-based 
methods
Difficulty recognizing
different types of 
secretions for the 
ovulation method

• Counsel the client and help her learn how to interpret cervical secretions.
• Suggest that she use the TwoDay Method, which does not require the

user to tell the difference between types of secretions.

(continued)
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METHOD COMMON MANAGEMENT

Fertility Awareness Methods

Symptoms-based
methods
Difficulty recognizing
the presence of 
secretions for the ovu-
lation method or the
TwoDay Method

• Provide additional guidance on how to recognize secretions.
• Suggest that the client use a calendar-based method instead.

Lactational Amenorrhea Method (LAM)

Baby is not getting
enough milk

• Reassure the client that most women can produce enough breast milk
to feed their babies.

• Reassure her that if her newborn is gaining more than 500 grams a
month, weighs more than birth weight at two weeks, or urinates at
least six times a day, the baby is getting enough breast milk.

• Tell her to breastfeed her newborn about every two hours to increase
milk supply.

• Recommend that she reduce any supplemental foods and/or liquids if
the baby is less than six months of age.

Sore or cracked 
nipples

• If the client’s nipples are cracked, she can continue breastfeeding.
Assure her that they will heal over time.

• To aid healing, advise her to take the following measures:
•• Apply drops of breast milk to the nipples after breastfeeding and

allow to air dry.
•• After feeding, use a finger to break suction first before removing the

baby from the breast.
•• Do not wait until the breast is full to breastfeed. If the breast is full,

she should express some milk before breastfeeding the baby.
• Teach her about proper attachment and how to check for signs that

the baby is not attaching properly.
• Tell her to clean her nipples with only water once a day and to avoid

soaps and alcohol-based solutions.
• Examine her nipples and the baby’s mouth and buttocks for signs of

fungal infection (thrush).

Sore breasts • If the client’s breasts are full, tight, and painful, then she might have
engorged breasts. If one breast has tender lumps, then she might
have blocked ducts. Engorged breasts or blocked ducts can progress
to red and tender infected breasts. Treat infected breasts with
antibiotics according to clinic guidelines. To aid healing, advise the
woman to take the following measures:
•• Continue to breastfeed often
•• Massage her breasts before and during breastfeeding
•• Apply heat or warm compress to breasts
•• Try different breastfeeding positions
•• Ensure that the infant attaches properly to the breast
•• Express some milk before breastfeeding
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HANDOUT  24 Helping Clients Continue or Switch Methods

By the end of this session, you should be able to:

• Identify possible reasons for method discontinuation

• Develop strategies to support clients in method continuation

• Describe when and how to support clients in switching methods

Reasons for Method Discontinuation and Switching

Appropriate reasons
• Wanting to become pregnant

• A change in health status (a chronic disease like hypertension or diabetes)

• A change in social status (lifestyle, economics, or relationships)

• Changed risk (either an increase, a decrease, or elimination of risk) for HIV and other sexu-
ally transmitted infections (STIs) 

• No longer needing protection against pregnancy (not having a partner anymore)

• Pregnancy resulting from the failure of the method

Essential Ideas—Session 24

• Many clients decide, for a variety of reason, to discontinue the method that they are using or to
switch from one FP method to another. 

• Discontinuation and switching should not always be considered as inappropriate. The client’s
decision might be the result of a change in his or her fertility plans or dissatisfaction with a
method. In fact, switching methods can be a way to help clients continue using FP when they
are dissatisfied with their current methods or their needs change. 

• Some clients however, might decide to discontinue a method or switch to another one because
of lack of information (especially on side effects) or because they are being influenced by
rumors or misconceptions. 

• The provider should identify the underlying reasons for the client’s decision to discontinue and
should be able to identify signs that a client is dissatisfied. 

• For both discontinuation and switching, a provider who is supportive of clients’ rights should
ensure that the client is making an informed, voluntary, and well-considered decision by deter-
mining the reasons and giving information and options to the client—rather than just discourag-
ing a change—and by maintaining a trustful relationship through counseling. 

• Supporting method switching as an option prevents negative consequences of discontinuation,
such as unintended pregnancy.



Reasons that warrant further counseling 
• Side effects of the method being used and/or lack of information about side effects 

• Health risks/complications of the method being used

• Concerns about the method

• Rumors or misconceptions about the method combined with lack of correct information

• Partner’s (or other family members’) objection to the method being used

• Complaints that are unrelated to the method

Supporting Clients Who Want to Discontinue
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1. Explore the underlying reason for the client’s desire to discontinue the method.
“Why does the client want to discontinue the method?”

A. Because of side effects or
other health and social rea-
sons

A. Because of concerns stem-
ming from lack of information

C. Because the client wants to
get pregnant (or preserve a
pregnancy resulting from
method failure) or no longer
needs protection (i.e.,
change of circumstances, no
longer at risk of pregnancy)

2. Explore the reason in
depth to see if it can be
alleviated by treatment or
other precautions (like
treating irregular bleeding
during the initial DMPA injec-
tions, or counseling and pro-
viding correct information to
the client’s partner, to
counter misinformation). 

3. If the client decides to contin-
ue the method with additional
treatment or precaution, 
provide appropriate 
counseling and service.

4. Suggest switching to
another method if the client
still wants protection against
pregnancy, and provide
counseling and services as
needed.

2. Explore the concerns and
misconceptions in depth,
correct as needed, and fill
in knowledge gaps.

3. If the client decides to contin-
ue using the current method,
continue providing appro-
priate counseling and ser-
vices.

4. If the client still wants to dis-
continue the method, despite
wanting protection against
pregnancy, offer the option
of switching to another
method and provide coun-
seling and services as 
needed.

2. Counsel the client and 
provide the service as
needed (e.g., removal of 
the IUD or implant).

3. Refer the client for precon-
ception or antenatal care
and encourage her to come
back again after pregnancy.

5. If the client still wants protection against pregnancy but cannot
yet decide on another method, remind the client about the
pregnancy risk and encourage the client to come back later.



Part III: 

FP Counseling in Practice

The final sessions in this curriculum will help the you actually
practice or apply FP counseling by putting all of the components
together. You will have the opportunity to practice a complete
counseling session in counseling role plays, using skills and
approaches covered in previous sessions and receiving feedback. 

Applying new counseling skills acquired in training requires more
than training itself: Administrators and supervisors must be sup-
portive of new practices and approaches, to help you and their co-
workers adjust to and sustain any changes that are required. You
also will need follow-up from trainers and supervisors to help
overcome problems, continue to improve your skills, and maintain
your commitment to providing FP counseling. This part of the
workshop helps you plan what to do after the training.
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HANDOUT  25A Counseling Role Plays

By the end of this session, you should be able to:

• Demonstrate how to counsel FP clients, applying all of the counseling skills covered in this
workshop and using the REDI model and profiled clients 

• Describe self-assessment and peer assessment after counseling practice
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Essential Ideas—Session 25

• This workshop provides all participants with the opportunity to practice counseling and receive
feedback. This is a very effective way of acquiring counseling skills. 

• Once you are back at your workplaces, you can continue practicing counseling and receiving
feedback to further improve your counseling skills. This can be done in two ways: self-assess-
ment and peer assessment.  

• Self-assessment can be performed using the Learning Guides for FP Counseling Skills in
Appendix B of the Participant Handbook. After conducting a counseling session, you can go
through the learning guides to score your own performance and identify the gaps they should
work on. 

• Peer assessment can be conducted by using the Counseling Skills Observation Guide
(Handout 25-B). As you conduct counseling, a peer or colleague trained in counseling observes
you. At the end of the counseling session, the peer fills in the Counseling Skills Observation
Guide and gives you constructive oral feedback. Constructive feedback should always: 

• Start with strengths and positive points and then continue with ways to improve

• Be given at a private moment, as soon as the counselor is ready to listen

• Be specific in describing what exactly was observed and its impact (or consequences)

• Invite the counselor to respond or react

• Focus on solutions (the constructive part of feedback)
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HANDOUT  25B Counseling Skills Observation Guide
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Instructions: This observation guide was developed for use by trainers/supervisors, to regular-
ly observe family planning (FP) counselors in their program and provide ongoing support. The
trainer/supervisor, marks the following scores according to the performance level for each
client-provider interaction observed:

2 = Competently performed (step performed correctly) 

1 = Needs improvement (step performed partially or incorrectly)

0 = Step omitted (step not done)

NA = Not applicable

Any area that is scored less than 2 needs improvement (except when it is not applicable).

For a more complete description of each task, the trainer/supervisor, can use the “Learning
Guides for FP Counseling Skills; New Clients, Satisfied Return Clients, Dissatisfied Return
Clients” in the Participant Handbook Appendix B. The supervisor completes one form for
each provider observed over one or more observations or supervisory visits. 

Name: ______________________________________ Service Site:_________________

Supervisor:__________________________________ Date(s): ____________________

REDI: TASKS DURING CLIENT/PROVIDER INTERACTION
Clients/Rating

1 2 3

Rapport Building (Items 3, 5, 6, 7, and 8 should be observed during all phases of REDI. 
Please mark scores for them only after observing the entire counseling session.)

1. Did the provider greet the client politely, according to local custom? 

2. Did the provider offer the client a seat?

3. Did the provider ensure privacy throughout the session, with no interruptions?

4. Did the provider explain that he or she asks personal and sometimes embarrassing
questions of all clients to better help them select and use FP and stress that 
everything is confidential (i.e., that no one outside the counseling room will learn
what is discussed)? 

5. Did the provider ask open-ended questions to encourage the client to speak? 

6. Did the provider listen to the client without interruptions?

7. Did the provider give correct information to the client, using clear and simple 
language to ensure informed choice?

8. Did the provider use visual aids (brochures, flipcharts, contraceptive samples,
posters, etc.)?

(continued)
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Counseling Skills Observation Guide (cont.)

REDI: TASKS DURING CLIENT/PROVIDER INTERACTION
Clients Rating

1 2 3

Exploration

9. Did the provider ask the client questions to identify the type of visit? (Circle type of
client and go to the appropriate category of client below)

• New client with a method in mind 

• New client with no method in mind 

• Satisfied return client with no problems (routine follow-up visit or resupply)

• Dissatisfied return client/client with problem/side effects/concerns

FOR NEW CLIENTS ONLY: If return client, skip to ��5

10. Did the provider ask about the client’s past experience with FP and assess the
client’s knowledge about FP?

11. Did the provider ask questions about:

• The client’s sexual relationship(s) and habits 

• Communication with partner(s) about sex, FP, and sexually transmitted infections
(STIs), including HIV and AIDS

• Support from partner and family to use FP 

• Possible domestic violence

• Socioeconomic circumstances

12. Did the provider explain STI/HIV prevention and help the client perceive his or her
risks for STI/HIV transmission? 

13. Did the provider give appropriate information to the client based on the client’s
needs (i.e., tailored to the need of the client)? 

14. Did the provider screen client for FP use according to standard (medical conditions
and history)?

FOR RETURN CLIENTS ONLY: If new client, skip to ��18

15. Did the provider ask if the client has any problems or concerns with the method?

16. Did the provider ask about possible changes in client’s life?

• New health-related problems or concerns

• New partner(s)/possible exposure to STIs/HIV

• Change in fertility plans

FOR DISSATISFIED RETURN CLIENTS ONLY: If satisfied return client, skip to ��18

17. Did the provider appropriately address the concerns or problems raised by the
client and help the client to develop possible solutions?

(continued)
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Counseling Skills Observation Guide (cont.)

REDI: TASKS DURING CLIENT/PROVIDER INTERACTION
Clients Rating

1 2 3

Decision Making

18. Did the provider help the client consider his or her different options or reconfirm his
or her choice?

• Select an FP method based on correct knowledge about side effects, health bene-
fits, and health risks of suitable methods, considering her/his preferences and
needs for FP and STI/HIV prevention (new client with no method in mind) 

• Reconfirm her choice of method based on correct knowledge about its side effects,
health benefits, and health risks, including the level of STI/HIV protection it offers
(new client with a method in mind AND satisfied return client)

• Consider options related to discontinuation and method switching (dissatisfied
return client)

Implementing the Decision
(the provider often does not need to cover all of these tasks with satisfied return clients)

19. Did the provider help the client make a plan for implementing the decision by ask-
ing about next steps and the timeline for implementation?

20. Did the provider help the client consider ways to overcome potential barriers to
implement his or her decision(s)?

21. Did the provider ensure that the client has adequate knowledge and skills to imple-
ment the decision(s) (e.g., how to use the method, condom demonstration/practice,
communication and negotiation skills, provision of information about safer sex practices)

22. Did the provider ensure that the client understands what follow-up is required
(return visits, referral, and/or resupply)?

23. Did the provider ensure that the client understands what the possible side effects
of the method are and what to do about side effects?

24. Did the provider ensure that the client knows the warning signs of the method and that
he or she needs to return to the facility immediately if he or she experiences warning signs?

25. Did the provider assure the client that he or she is welcome to return to the facility
any time that he or she has concerns or problems or thinks he or she might prefer to
switch to another method?

TOTAL

Additional comments:
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HANDOUT  26A Action Plan

• What will I do differently in counseling?

• What can I do to help make counseling more client-centered in my facility?
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Specific changes or activities
to implement immediately

Possible challenges 
or barriers

Strategies for 
overcoming challenges
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HANDOUT  26B Action Plans to Apply New Learning

By the end of this session, you should be able to:

• Identify three changes to make in your work as a result of what you learned in the course

• Develop action plans for implementing the changes identified 
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Essential Ideas—Session 26

• This workshop material might or might not have been completely new to you. Some of it might
be reassuring, while some of it might leave you feeling that quality counseling is difficult or
impossible within your work settings. As these ideas settle in, we encourage you to try out the
different counseling strategies, reject those that are not useful, and maintain those that are use-
ful. You might choose to share some ideas with colleagues, friends, or perhaps even sexual
partners; you might also find some of the ideas unacceptable or disturbing. 

• All of this is okay. Helping people deal with decisions affecting one of the most important and
yet the most private parts of their lives—their sexuality—is not easy. 

• No lasting change happens overnight or even over the course of a single workshop. When
developing individual action plans, you should focus on a few key actions and strategies to
apply to their work. Some activities can be implemented immediately; others might take longer
to implement. These concrete and probably small changes allow the chance to practice what
was learned and to see how it works. Bigger changes will take more time, may be more difficult
to implement, and will require a “champion” to promote them within the work setting. You may
need to speak with managers, supervisors, and staff in the workplace about the importance of
the new ideas and ways of doing things. Participants in this workshop should consider your-
selves to be champions of change. As a champion, you will need to help strategize how to
introduce the changes and to follow up so that necessary steps are taken for the changes to be
successfully introduced and maintained over time. 

• During the daily wrap-ups, the workshop participants selected one activity that could be imple-
mented as soon as they return to work. This session is a reminder of those ideas and gives you
a framework for strategizing about how to implement them.

• Being clear about why the various activities should be carried out will be very important in
deciding on the priorities for action. Having a rationale will also help in explaining the activities
to other people who may be curious or concerned about the changes they see or whose work
is also affected by the changes. Knowing the reason for making a change also helps clarify the
desired outcome—that is, the expected achievement (e.g., making clients feel more comfort-
able when discussing these issues or being better able to tailor counseling sessions to the indi-
vidual needs of the particular client). 

• These action plans will be reexamined during follow-up visits after the training (see Session
27). You should share your plans with your supervisors when you return to your workplaces, to
ensure that supervisors understand, are in agreement, and support the plans. The action plans
will also remind you and your colleagues of your commitments and help you to track progress
toward the goal of improving the quality of services.



Barriers and Strategies

Listed below are some examples of barriers that providers might identify and some possible
strategies for addressing those barriers. (Note: These should not be copied on the action plan
framework as ready-made strategies to overcome barriers, nor should you try to adopt all of
these barriers and strategies.) This list gives hints to help you identify barriers that are specific
to your situation or service site and strategies that could be applied or need to be developed to
address the specific barriers at your service sites or programs. There are three main ways in
which barriers can be addressed. These include:

F = Facilitative supervision and management

I = Information, training, and development

S = Supplies, equipment, and infrastructure
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Barriers to Effective 
FP Counseling

Strategies for Overcoming Barriers

Lack of time for 
counseling

F:
• Reorganize facility flow to use time more efficiently and free up staff

time for counseling.
• Recognize the importance of counseling and allow staff to spend time

on counseling.
• Involve frontline staff in intake and in group education, to cover basic

informational tasks of counseling.
(The strategies depend on the nature of the problem and available resources,
but many of them are influenced by administrators and supervisors.)

Lack of space to 
ensure privacy

F/S: 
• Partition or curtain off large rooms (e.g., waiting areas) to provide

visual privacy.
• Set aside one area of a large room with chairs arranged far enough

away to provide listening privacy.
• Use semiprivate spaces (e.g., examining rooms or administrative

offices) that are not always in use. 
• Use space outdoors that is comfortable and private.
• Schedule services so that some rooms that won’t be used during

certain hours of the day can be used as private space for ensuring
privacy during counseling.

Lack of support or
awareness from co-
workers and supervisors
for necessary changes
(e.g., space and time)

F/I:
• Orient the entire staff, including supervisors, to the importance of

counseling, changes that might be necessary, benefits of making the
necessary changes, and contributions they can make.

• Explain the benefits that can be expected. 
• Ask for the supervisor’s help in making quality counseling services a

priority for the facility and its staff.
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Barriers to Effective 
FP Counseling

Strategies for Overcoming Barriers

Embarrassment about
raising issues of 
sexuality

F/I:
• Orient and ask for help from supervisors in reinforcing the importance

of raising issues of sexuality, acknowledging that it can be
embarrassing for providers, and helping with problem solving (e.g.,
through role playing).

• Arrange for trainers or supervisors to provide follow-up to training to
address this issue (whether providers mention it or not) and provide
reinforcement for overcoming the embarrassment.

• Form “peer support groups” of providers who have gone through the
training, so they can help each other by acknowledging that
embarrassment is normal and by providing tips for getting over it.

Reluctance to identify
clients’ needs that 
cannot be met at the
facility

F/I:
• Managers and supervisors should inform providers of offsite facilities

where needed services are provided.
• Supervisors, managers, and providers should explore whether referral

mechanisms exist and how they can be used.
• Supervisors should motivate providers to use referral systems. 

Pressure from 
administrators to meet
service-delivery targets

F/I:
• Trained providers should orient supervisors and administrators to

quality of care, clients’ rights, and the benefits of meeting clients’
needs (as opposed to meeting “targets”).

• Trained providers stress the importance of having satisfied and
continuing clients rather than more but dissatisfied clients who
frequently discontinue contraceptive use.
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HEALTHY TIMING AND SPACING OF PREGNANCY (HTSP)
For more detailed guidance, refer to: Extending Service Delivery Project. 2007. A pocket guide for health practitioners, 
program managers and community leaders. Washington, DC: Pathfinder International.

Discuss reproductive intentions with your clients whenever there is an opportunity—do they wish to
delay or space the births of children, or do they want to limit the number of children they have?

• During antenatal care (checkups before delivery)

• During postpartum care (checkups after delivery)

• During well-baby clinics and services for children
under 5 (such as immunizations)

• During family planning (FP) services (especially
services for engaged couples, HIV-positive women
who wish to become pregnant, newlyweds, young
couples, married couples with children, single
mothers, and women who have experienced a
miscarriage or abortion)

• During postabortion care 

• During services related to sexually transmitted infec-
tions (STIs) and HIV and AIDS

• During youth services

• During men’s health services

• During community outreach

The following information is not relevant for those clients who have completed their family size and wish
to use a contraceptive method or procedure to limit. Be sure to establish what the client’s reproductive
intentions are before discussing healthy timing and spacing.

What is healthy timing and spacing of pregnancy?
Healthy timing and spacing of pregnancy (HTSP) is a way of achieving healthier pregnancies and deliveries and
reducing pregnancy-related risks to the health of the mother and babies. HTSP has 3 key messages that should
be discussed with couples and individuals “taking into consideration health risks and benefits and other circum-
stances such as their age, fecundity, fertility aspirations, access to health care services, child-rearing support,
social and economic circumstances, and personal preferences.” Those key messages are:

• After a live birth:
To achieve the healthiest pregnancy outcomes, couples can use an effective FP method of choice continuously
for at least 2 years, but not more than 5 years after the last birth, before trying to become pregnant again.

• After a miscarriage or abortion:
To achieve the healthiest pregnancy outcomes, couples can use an effective FP method of choice continuously
for at least 6 months after a miscarriage or abortion, before trying to become pregnant again.

• For adolescents:
To achieve the healthiest pregnancy outcomes, adolescents need to use an effective FP method of their choice
continuously until they are 18 years of age before trying to become pregnant.
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HEALTHY TIMING AND SPACING OF PREGNANCY (HTSP) (cont.)

What happens when HTSP messages are not taken into consideration?

• When pregnancies are too close together:
Less than 24 months from the last live birth to the next pregnancy:
•• Newborns can be born too soon, too small, or with a low birth weight.
•• Infants and children may not grow well and are more likely to die before the age of 5.
Less than 6 months from the last live birth to the next pregnancy:
•• Mothers may die in childbirth.
•• Newborns can be born too soon, too small, or with a low birth weight.
•• Infants and children may not grow well and are more likely to die before the age of 5.

• When pregnancies are too far apart (more than 5 years):
•• Mothers are at a higher risk of developing preeclampsia, a potentially life-threatening complication of 

pregnancy.
•• Newborns can be born too soon, too small, or with a low birth weight.

• When pregnancies occur too soon (less than 6 months) after a miscarriage or abortion:
•• Mothers are at a higher risk of developing anemia or premature rupture of membranes.
•• Newborns can be born too soon, too small, or with a low birth weight.

• When first pregnancies occur to adolescents less than 18 years old:
•• Adolescents are at a higher risk of developing pregnancy-induced hypertension, anemia, and prolonged or

obstructed labor.
•• Newborns may die, be born too soon, too small, or with a low birth weight.
•• Additionally, the potential health risks associated with short pregnancy spacing intervals and/or having a preg-

nancy too early in life are exacerbated for women who already have pre-existing health problems, such as
HIV, anemia, malnutrition, malaria, tuberculosis, heart disease, and diabetes.

Counseling clients for HTSP
1. Explain the HTSP messages to clients clearly, in language that they understand
2. Explain that to time and space pregnancies, the couple can use an effective FP method of their choice
3. Mention the wide range of FP methods available to the couple, including fertility awareness-based methods
4. Explain how to obtain and use FP methods
5. Emphasize the health, social, and economic benefits of practicing HTSP
6. Remind the clients that HTSP benefits the whole family and the community
7. Encourage clients to ask questions and share the information with partners, family members, and friends
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PREGNANCY CHECKLIST

How to be Reasonably Sure a Client is Not Pregnant 
Ask the client questions 1-6. As soon as the client answers YES to any question, 
stop, and follow the instructions. 

Did you have a baby less than 6 months 

- NO l. 
ago, are you fully or nearly-fully YES -breastfeeding, and have you had no 
menstrual period since then? 

- NO 2. 
Have you abstained from sexual 
intercourse since your last menstrual YES .. 
period or delivery? 

- NO 3. Have you had a baby in the last 4 weeks? YES .. 
Did your last menstrual period start within - NO 4. the past 7 days (or within the past 12 days YES .. 
if you are planning to use an IUD)? 

- NO 5. 
Have you had a miscarriage or abortion YES .. in the past 7 days? 

Have you been using a reliable - NO 6. contraceptive method consistently and YES .. 
correctly? 

'II ~ 'II , 

If the client answered NO to all of 
the questions, pregnancy cannot 
be ruled out. Client should await 
menses or use a pregnancy test. 

If the client answered YES to at least 
one of questions and she is free of 
signs or symptoms of pregnancy, 
provide client with desired method. 

Ii1\USAID \iii' FROM TI-lE AMERICAN PEOPLE 

f,;\ 
fbi FamilyHealth 

International 

©2006 



184 Counseling for Effective Use of FP—Participant Handbook ACQUIRE Project/EngenderHealth

Appendix A



ACQUIRE Project/EngenderHealth Counseling for Effective Use of FP—Participant Handbook 185

Appendix A

COMBINED ORAL CONTRACEPTIVES (COCs)
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2004. Medical eligibility criteria for contraceptive use. 3rd ed.
Geneva. For more detailed guidance, please refer directly to these volumes.

What Are Combined Oral Contraceptives?
• Combined oral contraceptives (COCs) are pills that are taken once a day to prevent pregnancy. They contain

the hormones estrogen and progestin.
• COCs are also called “the Pill,” low-dose combined pills, oral contraceptive pills (OCPs), and oral contraceptives (OCs).
• COCs work primarily by preventing the release of eggs from the ovaries (ovulation). 

How Effective Are COCs?
The effectiveness of COCs depends on the user:
• As commonly used, in the first year, about 8 pregnancies occur per 100 women using COCs.
• When no pill-taking mistakes are made, in the first year, less than 1 pregnancy occurs per 100 women using

COCs (3 per 1,000 women). 
• Return of fertility after COCs are stopped: No delay
• Protection against sexually transmitted infections (STIs): None

Side Effects, Health Benefits, and Health Risks

Side Effects (which are temporary and not dangerous)
• Changes in bleeding patterns, including: • Breast tenderness

•• Lighter bleeding and fewer days of bleeding, irregular • Weight change
bleeding, infrequent bleeding, no monthly bleeding • Mood changes

• Headaches • Acne (can improve or worsen, but usually improves)
• Dizziness • Increase in blood pressure (by a mm Hg)
• Nausea

Health Benefits
Help protect against:
• Pregnancy
• Cancer of the lining of the uterus (endometrial cancer)
• Cancer of the ovary
• Symptomatic pelvic inflammatory disease
May help protect against:
• Ovarian cysts
• Iron deficiency anemia
Reduce incidence of:
• Menstrual cramps
• Menstrual bleeding problems
• Painful ovulation
• Excess hair on face or body
• Symptoms of polycystic ovarian syndrome (irregular

bleeding, acne, excess hair on face or body)
• Symptoms of endometriosis (pelvic pain, irregular

bleeding)

Health Risks and Their Warning Signs
Very rare:
• Blood clot in deep veins of legs or lungs (deep vein

thrombosis or pulmonary embolism). Warning signs
include a sharp pain in the leg or abdomen.

Extremely rare:
• Stroke—Warning signs include severe headache with

vision problems.
• Heart attack—Warning signs include severe chest

pain or shortness of breath.
COCs and cancer:
• Research findings about COCs and breast cancer are

difficult to interpret. Current users of COCs and those
who have used COCs within the past 10 years are
more likely to be diagnosed with breast cancer, but
the cancers are less advanced than cancers diag-
nosed in other women.

• Use of COCs for 5 years or more appears to speed
development of persistent HPV infection into cervical
cancer. Only a very small number of such can-cers
are thought to be associated with COC use.

Why Some Women Say They Like COCs
• They are controlled by the woman.
• They can be stopped at any time, without a provider’s

help.
• They do not interfere with sex.

Correcting Misunderstandings
• COCs do not build up in a woman’s body. 
• COCs do not collect in the stomach; instead, they 

dissolve each day.
• Women do not need a “rest” from taking COCs.
• COCs must be taken every day, whether or not a

woman has sex that day.
• COCs do not make women infertile.
• COCs do not cause birth defects or multiple births.
• COCs do not change women’s sexual behavior.
• COCs do not disrupt an existing pregnancy.
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COMBINED ORAL CONTRACEPTIVES (COCs) (cont.)
Who Can Use COCs?
Women of any reproductive age or parity can use COCs, including women who:
• Have or have not had children • Smoke cigarettes—if under 35 years old
• Are not married • Have anemia now or had in the past
• Are of any age, including adolescents and women • Have varicose veins

over 40 years old • Are infected with HIV, whether or not taking 
• Have just had an abortion or miscarriage antiretroviral medications

Women can begin using COCs without a pelvic examination, without any blood tests or other routine laboratory
tests, without cervical cancer screening, without a breast examination, and even when a woman is not having
monthly bleeding at the time (as long as it is reasonably certain that she is not pregnant –see Pregnancy
Checklist cue card)

Who Cannot Use COCs?
Women who have the following conditions (contraindi-
cations) cannot use COCs:
• Breastfeeding fully (or nearly fully) a baby less than 6

months old
• Having had a baby in the last 3 weeks
• Having a current or history of breast cancer
• Having a liver tumor, liver infection, or cirrhosis, or

having developed jaundice while using COCs
• Being age 35 or older and smoking
• Having blood pressure 140/90 mmHg or higher
• Having current gallbladder disease
• Having diabetes for more than 20 years, or damage to

arteries, vision, kidneys or nervous system caused by
diabetes

• Having current or history of stroke, blood clot in legs
or lungs, heart attack or serious heart problems

• Migraines with aura or migraines without aura at age
35 or older

• Taking medications for seizures (barbiturates, carba-
mazepine, oxcarbazepine, phenytoin, primidone, topi-
ramate, or rifampicin)

• Planning major surgery that will keep her from walk-
ing for 1 week

When to Start Using COCs?
• Any time (during the menstrual cycle) it is reasonably

certain that the client is not pregnant (see cue card
titled Pregnancy Checklist)

• Within 5 days after the start of her monthly bleeding
• Immediately when stopping IUD or another hormonal

method. No need to wait for her next monthly bleeding.
• Postpartum:

•• 6 months after giving birth if using LAM
•• At 6 weeks if partially breastfeeding
•• At least after 3 weeks if not breastfeeding 

(on days 21–28)
•• Beyond those dates, pregnancy has to be ruled out. 

• Postabortion (after induced abortion or miscarriage),
immediately or within 7 days

How Are COCs Used? 
• The client should always take 1 pill each day.
• For 28-pill packets (21 hormonal pills and 7 reminder pills containing iron)—When the client finishes 1 packet,

she should take the first pill from the next packet on the very next day.
• For 21-pill packets—After the client takes the last pill from 1 packet, she should wait 7 days and then take the

first pill from the next packet. 
• If the client forgets to take a pill or pills (all instructions for pills containing 30–35 µg estrogen):

•• Missed 1 or 2 hormonal pills or started a new pack 1 or 2 days late—Take a hormonal pill as soon as possible
and then continue taking pills daily, 1 each day. 

•• Missed 3 or more hormonal pills in the first 2 weeks or started a pack 3 or more days late—Take a hormonal
pill as soon as possible and continue taking pills daily, 1 each day. Use a back-up method (condoms or
abstain from sex) until you have taken hormonal pills for 7 days in a row. If missed 3 or more pills in the third
week, finish the hormonal pills in your current pack and start a new pack the next day. You should not take the
7 nonhormonal pills. Use a back-up method for 7 days. You may miss a period. This is okay. 

•• Missed 1 or more of any nonhormonal pills—Throw the missed pills away. Take the rest of the pills as usual, 
1 each day. Start a new packet as usual on the next day. 
For pills with 20 _g of estrogen or less, women missing 1 pill should follow the same guidance as missing 
1 or 2 30–35 _g pills. Women missing 2 or more pills should follow the same guidance as missing 3 or more
30–35 _g pills.

• The client should also be told about the warning signs for health risks (see on first page).
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PROGESTIN-ONLY PILLS (POPs)
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2004. Medical eligibility criteria for contraceptive use. 3rd ed.
Geneva. For more detailed guidance, please refer directly to these volumes.

What Are Progestin-Only Contraceptive Pills?
Progestin-only pills (POPs) are pills that are taken once a day to prevent pregnancy. 
• Unlike COCs, POPs, do not contain any estrogen, and therefore they can be used throughout breastfeeding and

by women who cannot use methods with estrogen. 
• POPs are also called “minipills” and progestin-only oral contraceptives.
• POPs work primarily by:

•• Thickening cervical mucus (this blocks sperm from meeting an egg)
•• Disrupting the menstrual cycle, including preventing the release of eggs from the ovaries (ovulation)

How Effective Are POPs?
Effectiveness depends on the user. For breastfeeding women:
• As commonly used, about 1 pregnancy per 100 women using POPs over the first year. 
• When taken everyday, less than 1 pregnancy per 100 women using POPs over the first year (3 per 1,000). 
• They are less effective for women not breastfeeding: as commonly used, 3–10 pregnancies per 100 women and

when pills are taken every day, less than 1 pregnancy per 100 women (9 per 1,000 women). Women not breast-
feeding should take pills at the same time every day (no later than 3 hours) for pills to be effective. 

• Return of fertility after POPs are stopped: No delay
• Protection against sexually transmitted infections (STIs): None

Side Effects, Health Benefits, and Health Risks

Side effects (which are temporary and not dangerous)
• Changes in bleeding patterns including: 

•• Frequent bleeding, irregular bleeding, infrequent
bleeding, prolonged bleeding, no monthly bleeding,
and, for breastfeeding women, lengthened postpar-
tum amenorrhea

• Headaches 
• Dizziness
• Mood changes
• Breast tenderness 
• Abdominal pain
• Nausea 
• For women not breastfeeding, enlarged ovarian 

follicles).

Health Benefits and Health Risks
Help protect against risks of pregnancy.

Why Some Women Say They Like POPs
• Can be used while breastfeeding
• Can be stopped any time without a provider’s help
• Do not interfere with sex
• Controlled by the woman

Correcting Misunderstandings
Progestin-only pills:
• Do not cause a breastfeeding woman’s milk to dry up.
• Must be taken every day, whether or not a woman

has sex that day. They don’t require a “rest” period
between packs.

• Do not make women infertile.
• Do not cause diarrhea in breastfeeding babies.
• Reduce the risk of ectopic pregnancy.
• Do not build up in a woman’s body. That’s why 

they have to be taken everyday to maintain their
effectiveness. 

• Do not cause birth defects.

Who Can Use POPs?
Women of any reproductive age or parity can use POPs, including women who:
• Are breastfeeding (starting as soon as 6 weeks after childbirth)
• Have or have not had children
• Are not married
• Are of any age, including adolescents and women older than 40
• Have just had an abortion, miscarriage, or ectopic pregnancy
• Smoke cigarettes, regardless of age or number of cigarettes smoked
• Have anemia now or had in the past
• Have varicose veins
• Are infected with HIV, regardless of whether they are taking antiretroviral medications 
Women can begin using POPs without a pelvic examination, without any blood tests or other routine laboratory tests,
without cervical cancer screening, without a breast examination and even when a woman is not having monthly bleed-
ing at the time (as long as it is reasonably certain that she is not pregnant—see cue card titled Pregnancy Checklist).
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PROGESTIN-ONLY PILLS (POPs) (cont.)
Who Cannot Use POPs?
Women who have the following conditions cannot use POPs:
• Breastfeeding a baby less than 6 weeks old
• Liver tumor, liver infection, or cirrhosis 
• Current serious problem with blood clots in legs or lungs
• Taking medications for seizures (barbiturates, carbamazepine, oxcarbazepine, phenytoin, primidone, 

topiramate) or tuberculosis (rifampicin) 
• Current or history of breast cancer

When to Start Using POPs?

• Any time it is reasonably certain that the client is not
pregnant. See Pregnancy Checklist cue card.

• No monthly bleeding—Any time it is reasonably
certain that the client is not pregnant. A back-up
method needed for the first 2 days of taking pills.

• Immediately when switching from copper-bearing
IUD or another hormonal method, if the client has
been using the previous method consistently and
correctly. No need to wait for next monthly bleeding. 

• The day after the client finishes taking emergency
contraceptive pills. 

• Having menstrual cycles or switching from a
nonhormonal method—within 5 days after the start
of her monthly bleeding and no back-up method; or
more than 5 days after the start of monthly
bleeding—any time it is certain that the client is not
pregnant, and a back-up method Is used for the first 2
days of taking pills.

• Postpartum:
•• Fully or nearly fully breastfeeding—Six weeks after

giving birth, and any time between 6 weeks and 6
months, if her monthly bleeding has not returned

•• Partially breastfeeding—At 6 weeks after giving
birth; if less than 6 weeks and monthly bleeding has
returned, a back-up method should be used until 6
weeks have passed since giving birth; if more than
6 weeks and monthly bleeding has not returned,
any time it is reasonably certain that she is not
pregnant, and a back-up method should be used
for the first 2 days.

•• Breastfeeding and monthly bleeding has returned—
As advised for women having menstrual cycles.

•• Not breastfeeding—Any time within 4 weeks after
giving birth; beyond 4 weeks and monthly bleeding
has not returned, then any time it is reasonably cer-
tain that client is not pregnant, plus a back-up
method should be used for the first 2 days of taking
pills; if monthly bleeding has returned, then as
advised for women having menstrual cycles.

• Postabortion (after abortion or miscarriage)—
Immediately or within 7 days, no back-up method is
needed; more than 7 days after, any time it is reason-
ably certain that client is not pregnant, and a back-up
method should be used for the first 2 days of taking pills.

How Are POPs Used? 
• The client should always take 1 pill each day. When she finishes 1 packet, she should take the first pill from the

next packet on the very next day. There is no wait between packets.
• IMPORTANT: It is best to take the pill at the same time each day, if possible. This helps remembering and

ensures effectiveness. Taking a pill more than 3 hours late increases the risk of pregnancy. 
• If the client forgets to take a pill or pills or is 3 or more hours late taking a pill:

•• Having monthly bleeding (including those who are breastfeeding): She should take 1 pill as soon as pos-
sible, continue taking the pills as usual, 1 each day and use a back-up method for the next 2 days. If she had
sex in the past 5 days, she can also consider taking emergency contraceptive pills (ECP).

•• Breastfeeding AND no monthly bleeding: She should take 1 pill as soon as possible and continue taking
the pills as usual, 1 each day. This may mean that she takes 2 pills at the same time or on the same day.

• The client should also be told about the warning signs for complications, such as severe abdominal pain (a
warning sign for ectopic pregnancy).
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EMERGENCY CONTRACEPTIVE PILLS (ECPs)
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2004. Medical eligibility criteria for contraceptive use. 3rd ed.
Geneva. For more detailed guidance, please refer directly to these volumes.

What Are Emergency Contraceptive Pills (ECPs)?
• Emergency contraceptive pills (ECPs) are pills that contain a progestin alone, or a progestin and an estrogen

together—hormones like the natural hormones progesterone and estrogen in a woman’s body. ECPs help to
prevent pregnancy when taken up to 5 days after unprotected sex. The sooner they are taken, the better. 

• ECPs are sometimes called “morning after” pills or postcoital contraceptives.
• They provide an opportunity for women to start using an ongoing family planning method.
• ECPs work primarily by preventing or delaying the release of eggs from the ovaries (ovulation). They do not

work if a woman is already pregnant.
• Use of copper-bearing IUDs for emergency contraception is described on the Copper-Bearing Intrauterine

Device cue card. 

What Pills Can Be Used as Emergency Contraceptive Pills?
• A special ECP product with the progestin levonorgestrel 

•• 1.5 mg of levonorgestrel in a single dose
• A special ECP product with estrogen and levonorgestrel 

•• 0.5 mg levonorgestrel + 0.1 mg ethinyl estradiol, followed with same dose 12 hours later.
• Progestin-only pills with levonorgestrel or norgestrel 

•• 1.5 mg levonorgestrel in a single dose or 3 mg norgestrel in a single dose
• Combined oral contraceptives with estrogen and a progestin (levonorgestrel, norgestrel, or norethindrone) 

•• 0.5 mg levonorgestrel + 0.1 mg ethinyl estradiol followed with same dose 12 hours later
•• 1 mg norgestrel + 0.1 mg ethinyl estradiol followed with same dose 12 hours later
•• 2 mg norethindrone + 0.1 mg ethinyl estradiol followed with same dose 12 hours later

When Should ECPs Be Taken?
• As soon as possible after unprotected sex. The sooner ECPs are taken after unprotected sex, the better they

prevent pregnancy.
• ECPs can prevent pregnancy when taken any time up to 5 days after unprotected sex.

How Effective Are ECPs?
• If 100 women each had sex once in the second or third week of the menstrual cycle without using contraception,

8 would likely become pregnant.
• If all 100 women used progestin-only ECPs, 1 would likely become pregnant.
• If all 100 women used estrogen and progestin ECPs, 2 would likely become pregnant.
• Return of fertility after taking ECPs: No delay (A woman can become pregnant immediately after taking ECPs.

Taking ECPs will not protect a woman from pregnancy from acts of sex after she takes ECPs—not even on the
next day. To stay protected from pregnancy, women must begin to use another contraceptive method at once.) 

• Protection against sexually transmitted infections (STIs): None

Side Effects, Health Benefits, and Health Risks

Side Effects (which are temporary and not dangerous) 
• Changes in bleeding patterns, including: 

•• Light vaginal bleeding for 1–2 days after taking
ECPs 

•• Monthly bleeding that starts earlier or later than
expected

Health Benefits
Help protect against risks of pregnancy.

In the week after taking ECPs:
• Nausea
• Abdominal pain
• Fatigue
• Headache
• Breast tenderness
• Dizziness
• Vomiting (less frequent with progestin-only 

formulations)

Health Risks
None
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EMERGENCY CONTRACEPTIVE PILLS (ECPs) (cont.)

Why Some Women Say They Like ECPs
• Offer a second chance at preventing pregnancy 
• Are controlled by the woman 
• Reduce seeking out abortion in the case of contra-

ceptive errors or if contraception is not used 
• Can have on hand in case an emergency arises

Correcting Misunderstandings
Emergency contraceptive pills:
• Do not cause abortion. 
• Do not cause birth defects if pregnancy occurs. 
• Are not dangerous to a women’s health. 
• Do not promote sexual risk-taking. 
• Do not make women infertile.

Who Can Use ECPs?
All women can use ECPs safely and effectively, including women who cannot use ongoing hormonal
contraceptive methods. Tests and examinations are not necessary for using ECPs. They may be appropriate 
for other reasons—especially if sex was forced. 

Who Cannot Use ECPs?
Because of the short-term nature of their use, there are no medical conditions that make ECPs unsafe for 
any woman. 

When Can ECPs Be Used?
ECPs can be used at any time within 5 days after unprotected sex. The sooner after unprotected sex that ECPs
are taken, the more effective they are. ECPs can be used any time a woman is worried that she might become
pregnant. For example, after:
• Sex was forced (rape) or coerced 
• Any unprotected sex 
• Contraceptive mistakes, such as: 

•• Condom was used incorrectly, slipped, or broke.
•• Fertility awareness method was used incorrectly 

(e.g., couple failed to abstain or to use another method during the fertile days).
•• Man failed to withdraw, as intended, before he ejaculated.
•• Woman missed 3 or more combined oral contraceptive pills, or starts a new pack 3 or more days late, 

or is too late for a repeat injection.
•• IUD has come out of place.

How Are ECPs Used?
• The client takes the pills at once, or if she is using the 2-dose regimen, she takes the next dose in 12 hours. 
• Women who have had nausea with previous ECP use or with the first dose of a 2-dose regimen can take

antinausea medication. 
• If the woman vomits within 2 hours after taking ECPs, she should take another dose. (She can use anti-nausea

medication with this repeat dose.) If vomiting continues, she can take the repeat dose by placing the pills high 
in her vagina. If vomiting occurs more than 2 hours after taking ECPs, she does not need to take any extra pills.

• No routine return visit is required

Counseling Clients:
• Explain: 

•• How to take the pills
•• Most common side effects and what to do if they occur (especially nausea and vomiting)
•• That ECPs will not protect the client from pregnancy for any future sex acts—even the next day.

• Discuss ongoing contraception options and, if the client is at risk, protection from STIs and HIV
•• If the client does not want to start a contraceptive method now, give her condoms or oral contraceptives 

in case she changes her mind and invite her to come back any time if she wants another method.
• Invite the client to come back for any questions or problems or if she wants to switch to another method, 

if she experiences any major change in her health status, or if she thinks she might be pregnant.
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PROGESTIN-ONLY INJECTABLES
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2004. Medical eligibility criteria for contraceptive use. 3rd ed.
Geneva. For more detailed guidance, please refer directly to these volumes.

What Are Progestin-Only Injectables?
• To prevent pregnancy, a shot is given into the muscle (intramuscular injection) every 2 or 3 months, depending

on the type of injectable. The 2-monthly injectable contains norethisterone enantate (NET-EN—Noristerat®,
Syngestal®), and the 3-monthly injectables contain depot medroxyprogesterone acetate (DMPA—Depo-
Provera®, Megestron®, Petogen®). 

• Progestin-only injectable contraceptives contain no estrogen. Therefore, they can be used throughout breast-
feeding and by women who cannot use methods with estrogen.

• Progestin-only injectables work primarily by preventing the release of eggs from the ovaries (ovulation).
• A new subcutaneous formulation of DMPA has been developed specifically for injection into the tissue just

under the skin (subcutaneously). Called DMPA-SC, this new formulation will be available in prefilled syringes
and will contain 30% less hormone than typical DMPA (104 mg instead of 150 mg). Thus, it may cause fewer
side effects, with an injection every 3 months which clients can deliver themselves. It has been approved in the
United States under the name “Depo-subQ provera 104.”

How Effective Are Progestin-Only Injectables?
• As commonly used, injectables have a failure rate of 3 pregnancies per 100 women over the first year of use.
• When women have injections on time, the failure rate is less than 1 pregnancy per 100 women over the first

year (3 per 1,000 women).
• Return of fertility after progestin-only injectables are stopped: An average of about 4 months longer for DMPA

and 1 month longer for NET-EN than with most other methods.
• Protection against sexually transmitted infections (STIs): None

Side Effects, Health Benefits, and Health Risks

Side Effects (which are temporary and not dangerous)
• Changes in bleeding patterns including:

•• With DMPA first 3 months: irregular bleeding,
prolonged bleeding

•• With DMPA at 1 year: no monthly bleeding,
infrequent bleeding, irregular bleeding

•• NET-EN affects bleeding patterns less than DMPA.
Fewer days of bleeding in the first 6 months and
less likely to cause no bleeding after 1 year

• Weight gain (about 1–2 kg per year)
• Headaches
• Dizziness
• Abdominal bloating and discomfort
• Mood changes
• Less sex drive
• Loss of bone density
Health Risks
None

Correcting Misunderstandings
Progestin-only injectables:
• Can stop monthly bleeding, but this is not harmful. 

It is similar to not having monthly bleeding during
pregnancy. Blood is not building up inside the woman.

• Do not disrupt an existing pregnancy.
• Do not make women infertile.
• Do not cause birth defects.

Health Benefits
DMPA:
• Helps protect against

•• Risks of pregnancy
•• Cancer of the lining of uterus (endometrial cancer)
•• Uterine fibroids

• May help protect against
•• Symptomatic pelvic inflammatory disease
•• Iron deficiency anemia

• Reduces:
•• Sickle cell crisis among women with sickle cell

anemia 
•• Symptoms of endometriosis (pelvic pain, irregular

bleeding)
NET-EN
• Helps protect against iron deficiency anemia
• May also offer many of the health benefits as DMPA

Why Some Women Say They Like Progestin-Only
Injectables
• Do not require daily action
• Do not interfere with sex
• Private: No one else can tell that a woman is using

contraception
• No monthly bleeding (for many women)
• May help women to gain weight
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PROGESTIN-ONLY INJECTABLES (cont.)
Who Can Use Progestin-Only Injectables?
Women of any reproductive age or parity, including women who:
• Have or have not had children, or are not married
• Are of any age, including adolescents and women older than 40
• Are breastfeeding (starting as soon as 6 weeks after childbirth)
• Have just had abortion or miscarriage
• Smoke cigarettes, regardless of age or number of cigarettes smoked
• Are infected with HIV, whether or not they are taking antiretroviral medications
Women can begin using progestin-only injectables without a pelvic examination, without any blood tests or other
routine laboratory tests, without cervical cancer screening, without a breast examination, and even when the
woman is not having monthly bleeding at the time (as long as it is reasonably certain that she is not pregnant—
see Pregnancy Checklist cue card ).

Who Cannot Use Progestin-Only Injectables?
Women who have the following conditions:
• Breastfeeding a baby less than 6 weeks old
• Active liver disease (severe cirrhosis of the liver, a liver infection, or liver tumor)
• Systolic blood pressure 160 or higher or diastolic blood pressure 100 or higher
• Diabetes for more than 20 years or with damage to the arteries, vision, kidneys, or nervous system 
• History of heart attack, heart disease due to blocked or narrowed arteries, or stroke or current blood clot in the

deep veins of the leg or in the lung
• Unexplained vaginal bleeding that suggests pregnancy or an underlying medical condition.
• Current or history of breast cancer 

When to Start Using Progestin-Only Injectables?
• At any time that it is reasonably certain that the client is not pregnant (If it has been more than 7 days since the

last monthly bleeding started, a back-up method [such as abstinence, male or female condoms, spermicides, or
withdrawal] is needed for the next 7 days.)

• Having menstrual cycles or switching from a nonhormonal method: If within 7 days after the start of
monthly bleeding, there is no need for a back-up method. If more than 7 days after the start of monthly bleeding,
a back-up method is needed for the first 7 days after the injection.

• Switching from another hormonal method: Immediately, if the client has been using the previous method
consis-tently and correctly. There is no need to wait for a first period and no need for a back-up method. The
day after, when the client finishes taking emergency contraceptive pills; a back-up method is needed for the first
7 days after the injection.

• No monthly bleeding (not related to childbirth or breastfeeding): Any time it is reasonably certain that the client
is not pregnant. A back-up method is needed for the first 7 days after the injection.

• Postabortion (after abortion or miscarriage): Immediately or within 7 days. No back-up method needed. Beyond 7 days,
any time it is reasonably certain the client is not pregnant; a back-up method is needed for the first 7 days after injection.

• Postpartum:
•• Fully or nearly fully breastfeeding: Six weeks after giving birth, and any time between 6 weeks and 6 months if

her monthly bleeding has not returned. If more than 6 months, need to be certain that she is not pregnant, and
a back-up method is needed for the first 7 days after the injection.

•• Partially breastfeeding: At 6 weeks after giving birth; if more than 6 weeks and monthly bleeding has not
returned, any time it is reasonably certain that the client is not pregnant; a back-up method is needed for the
first 7 days after injection.

•• Breastfeeding and monthly bleeding has returned: As advised for women having menstrual cycles.
•• Not breastfeeding: Any time, within 4 weeks after giving birth; beyond 4 weeks and monthly bleeding has not

returned, any time it is reasonably certain that the client is not pregnant; a back-up method is needed for the
first 7 days after the injection. If monthly bleeding has returned, as advised for women having menstrual cycles.

How Are Progestin-Only Injectables Used?
• The client should not massage the injection site, should be told the name of the injection, and should return in 3

months (13 weeks) for her next DMPA injection and in 2 months (8 weeks) for NET-EN on the day agreed upon.
• The repeat injection for DMPA and NET-EN can be given up to 2 weeks early, or up to 2 weeks late without

the need for additional contraceptive protection, but it is best to return on time. 
• If the client is more than 2 weeks late for the DMPA or NET-EN repeat injection, she can have the injection, if it

is reasonably certain that she is not pregnant. She will need to use a back-up method for the first 7 days after
the injection. She may consider emergency contraception if she has had unprotected sex in the past 5 days.
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MONTHLY INJECTABLES
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2004. Medical eligibility criteria for contraceptive use. 3rd ed.
Geneva. For more detailed guidance, please refer directly to these volumes.

What Are Monthly Injectables?
• Monthly injectables contain 2 hormones—a progestin and an estrogen—like the natural hormones progesterone

and estrogen in a woman’s body. (Combined oral contraceptives also contain these 2 types of hormones.) They
are administered by intramuscular injection once a month.

• Monthly injectables also are called combined injectable contraceptives (CICs). Information in this cue card
applies to medroxyprogesterone acetate + estradiol cypionate (MPA/E2C, which is marketed under the trade
names Cyclofem®, Ciclofem®, Ciclofemina®, Cyclo-Provera®, Feminena®, Lunelle®, Lunella®, and Novafem®) and
to norethisterone enanthate + estradiol valerate (NET-EN/E2V, which is marketed under the trade names
Mesigyna® and Norigynon®). It may also apply to older formulations, about which less is known. The most widely
available CICs are Cyclofem® (25 mg depot-medroxyprogesterone acetate and 5 mg estradiol cypionate) and
Mesigyna® (50 mg norethindrone enanthate and 5 mg estradiol valerate).

• Monthly injectables work primarily by preventing the release of eggs from the ovaries (ovulation).

How Effective Are Monthly Injectables?
• As commonly used, the failure rate is about 3 pregnancies per 100 women over the first year.
• When women have injections on time, the failure rate is less than 1 pregnancy per 100 women over the first

year (5 per 10,000 women).
• Return of fertility after injections are stopped: An average of about 1 month longer than with most other methods.
• Protection against sexually transmitted infections (STIs): None

Side Effects, Health Benefits, and Health Risks

Side Effects (which are temporary and not dangerous)
• Changes in bleeding patterns, including: 
• Lighter bleeding and fewer days of bleeding, irregular

bleeding, infrequent bleeding, prolonged bleeding, no
monthly bleeding

• Weight gain
• Headaches 
• Dizziness
• Breast tenderness
Health Benefits and Health Risks
Long-term studies of monthly injectables are limited,
but researchers expect that their health benefits 
and health risks are similar to those of combined oral
contraceptives (see the cue card Combined Oral
Contraceptives, Health Benefits and Health Risks).

Why Some Women Say They Like Monthly Injectables
• Private; no one else can tell that a woman is using

contraception
• Do not require daily action
• Injections can be stopped at any time
• Good for spacing births
Correcting Misunderstandings
Monthly injectables:
• Can stop monthly bleeding, but this is not harmful. It is

similar to not having monthly bleeding during pregnancy.
Blood is not building up inside the woman’s body.

• Are not in experimental phases of study. Government
agencies have approved them.

• Do not make women infertile.
• Do not cause early menopause.
• Do not cause birth defects or multiple births.
• Do not cause itching.
• Do not change women’s sexual behavior.

Who Can Use Monthly Injectables?
Women of any reproductive age and parity, including women who:
• Have or have not had children, or are not married
• Are of any age, including adolescents and women older than 40
• Have just had an abortion or miscarriage
• Smoke any number of cigarettes and are younger than 35
• Smoke fewer than 15 cigarettes daily and are older than 35
• Have anemia now or had anemia in the past
• Have varicose veins
• Are infected with HIV, whether or not they are taking antiretroviral medications
Women can begin using monthly injectables without a pelvic examination, without any blood tests or other routine laborato-
ry tests, without cervical cancer screening, without a breast examination, and even when a woman is not having monthly
bleeding at the time (as long as it is reasonably certain that she is not pregnant—see Pregnancy Checklist cue card).
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MONTHLY INJECTABLES (cont.)
Who Cannot Use Monthly Injectables?
Women who have the following conditions (contraindications):
• Fully or nearly fully breastfeeding a baby less than 6 months old
• Partially breastfeeding a baby less than 6 weeks old
• Have had a baby in the last 3 weeks
• Smoking 15 or more cigarettes a day and being age 35 or older
• Serious active liver disease (jaundice, active hepatitis, severe cirrhosis, liver tumor); women with mild cirrhosis

or gall bladder disease can use monthly injectables.
• Systolic blood pressure 140 mm Hg or higher or diastolic blood pressure 90 or higher
• Diabetes for more than 20 years or damage to her arteries, vision, kidneys, or nervous system caused by diabetes
• Current or history of stroke, blood clot in legs or lungs, heart attack, or serious heart problems
• Current or history of breast cancer
• Migraines with aura or migraines without aura at age 35 or older
• Planning major surgery that will keep her from walking for 1 week or more

When to Start Using Monthly Injectables?
• Any time it is reasonably certain that the client is not pregnant. If it has been more than 7 days since menstrual

bleeding stared, a back-up method (such as abstinence, male or female condoms, spermicides, or withdrawal)
is needed for the next 7 days.

• Having menstrual cycles or switching from a nonhormonal method: If within 7 days after the start of
monthly bleeding, there is no need for a back-up method. If more than 7 days after the start of monthly bleeding,
a back-up method is needed for the first 7 days after the injection.

• Switching from another hormonal method, immediately if the client has been using the previous method 
consistently and correctly. No need to wait for a first period. No need for a back-up method. After using 
emergency contraceptive pills (ECPs), the same day as the client finishes taking pills; a back-up method is
needed for the first 7 days after the injection. 

• No monthly bleeding: Any time when it is reasonably certain that the client is not pregnant; a back-up method
is needed for the first 7 days after the injection.

• Postabortion (after abortion or miscarriage): Immediately or within 7 days. No back-up method is needed.
Beyond 7 days after abortion or miscarriage, any time it is reasonably certain as the client is not pregnant; a
back-up method is needed for the first 7 days after the injection.

• Postpartum:
•• Fully or nearly fully breastfeeding—6 months after giving birth or when breast milk is no longer the baby’s main

food, whichever comes first. After 6 months and if her monthly bleeding has not returned, any time it is reason-
ably certain that the she is not pregnant, along with using a back-up method for the first 7 days after the injection.
If more than 6 months and monthly bleeding has returned, as advised for women having menstrual cycles.

•• Partially breastfeeding—At 6 weeks after giving birth, at the earliest. After 6 weeks and if her monthly bleeding
has not returned, any time it is reasonably certain that the she is not pregnant, along with using a back-up
method for the first 7 days after the injection. If more 6 weeks and her monthly bleeding has returned, as
advised for women having menstrual cycles.

•• Not breastfeeding—On days 21–28 after giving birth (within fourth week). If more than 4 weeks after giving
birth and her monthly bleeding has not returned, any time it is reasonably certain that the she is not pregnant,
along with using a back-up method for the first 7 days after the injection. If more than 4 weeks and her month-
ly bleeding has returned, as advised for women having menstrual cycles.

How Are Monthly Injectables Used?
• The injection should be given every 4 weeks. 
• The client should not massage the injection site, and she should be told the name of the injection. 
• Subsequent injections can be given up to 7 days earlier and 7 days later than the scheduled injection day.
• For ease of use, the injections can be scheduled for the same day of each month.
• If the client comes more than 7 days late, she should abstain from sex or use condoms, spermicides, or with-

drawal until she can get an injection. She can also consider emergency contraceptive pills if she has had unpro-
tected sex in the past 5 days.

• The client should also be told about the warning signs for health risks (see the cue card on Combined Oral
Contraceptives).
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IMPLANTS
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2004. Medical eligibility criteria for contraceptive use. 3rd ed.
Geneva. For more detailed guidance, please refer directly to these volumes.

What Are Implants?
• Implants are small plastic rods or capsules, each about the size of a matchstick, that release a progestin like the

natural hormone progesterone in a woman’s body. A specifically trained provider performs a minor surgical
procedure to place the implants under the skin on the inside of a woman’s upper arm.

• Implants do not contain estrogen, and so they can be used throughout breastfeeding and by women who cannot
use methods containing estrogen.

• There are many types of implants: Jadelle consists of 2 rods and lasts 5 years; Implanon consists of 1 rod and
lasts 3 years. (Studies are underway to see if it lasts f4our years); Norplant consists of 6 capsules and is labeled
for 5 years of use (large studies found it effective for 7 years); Sinoplant consists of 2 rods and lasts 5 years.

• Implants work primarily by thickening cervical mucus (which blocks the sperm from meeting an egg) and by
disrupting the menstrual cycle, including preventing the release of eggs from the ovaries (ovulation).

How Effective Are Implants?
• Pregnancy rates are less than 1 pregnancy per 100 women using implants over the first year (5 per 10,000

women). 
• Pregnancy risk continues beyond first year of use. Over 5 years of Jadelle use, the rate is about 1 pregnancy

per 100 women; over 3 years of Implanon use, the rate is less than 1 pregnancy per 100 women (1 per 1,000
women); over 7 years of Norplant use, the rate is about 2 pregnancies per 100 women.

• Jadelle and Norplant implants begin to lose effectiveness sooner in heavier women.
• Return of fertility after implants are removed: No delay
• Protection against sexually transmitted infections (STIs): None

Side Effects, Health Benefits, and Health Risks

Side effects (which are temporary and not dangerous)
• Changes in bleeding patterns including: 

•• In first several months, lighter bleeding and fewer
days of bleeding, Irregular bleeding that lasts more
than 8 days, irregular bleeding, no monthly
bleeding

•• After about 1 year, lighter bleeding and fewer days
of bleeding, irregular bleeding, infrequent bleeding

• Headaches 
• Abdominal pain
• Acne (can improve or worsen)
• Weight change
• Breast tenderness
• Dizziness
• Mood changes
• Nausea
• Enlarged ovarian follicles

Correcting Misunderstandings
Implants:
• Stop working once they are removed. Their

hormones do not remain in a woman’s body. 
• Can stop monthly bleeding, but this is not harmful. It

is similar to not having monthly bleeding during
pregnancy. Blood is not building up inside the
woman.

• Substantially reduce the risk of ectopic pregnancy. 
• Do not make women infertile.
• Do not move to other parts of the body.

Health Benefits
• Help protect against

•• Risks of pregnancy
•• Symptomatic pelvic inflammatory disease
•• Uterine fibroids

• May help protect against
•• Iron deficiency anemia

Health Risks
None
Complications and Their Warning Signs
Uncommon:
• Infection at insertion site (mostly within the first 2

months)—Warning signs include arm pain and pus or
bleeding at the insertion site.

• Difficult removal (rare if properly inserted and the
provider is skilled at removal)

Rare: 
• Expulsion of implant (mostly within the first 4 months)

Why Some Women Say They Like Implants
• Do not require the user to do anything once they are

inserted
• Prevent pregnancy very effectively for many years
• Convenient
• Do not interfere with sex
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IMPLANTS (cont.)

Who Can Use Implants?
Women of any reproductive age or parity, including
women who:
• Have or have not had children, or are not married.
• Are of any age, including adolescents and women

older than 40.
• Have just had an abortion, a miscarriage, or an 

ectopic pregnancy.
• Smoke cigarettes, regardless of age or number of

cigarettes smoked.
• Are breastfeeding (starting as soon as 6 weeks after

childbirth).
• Have anemia, now or in the past.
• Have varicose veins.
• Have HIV infection, whether or not they are taking

antiretroviral medications.

Women can begin using implants without a pelvic
examination, without any blood tests or other routine
laboratory tests, without cervical cancer screening,
without a breast examination, and even when a woman
is not having monthly bleeding at the time (as long as 
it is reasonably certain that she is not pregnant—see 
the Pregnancy Checklist cue card).

Who Cannot Use Implants?
Women cannot use implants if they have the following
conditions:
• Breastfeeding a baby less than 6 weeks old
• Serious active liver disease (jaundice, active hepatitis,

severe cirrhosis, liver tumor)
• Current problem with a blood clot in legs or lungs
• Unexplained vaginal bleeding that suggests 

pregnancy or an underlying medical condition
• Taking medications for seizures (barbiturates,

carbamazepine, oxcarbazepine, phenytoin, 
primidone, topiramate) or tuberculosis (rifampicin)

• Current or history of breast cancer 

How Are Implants Used?
• Implants are inserted and removed by trained health

care providers. Insertion takes a few minutes. 
• The woman receives an injection of local anesthetic

under the skin to prevent pain in her arm. 
• The implant(s) are inserted through an incision made 

on the inside of the upper arm. Implanon does not
require an incision. It is inserted through its applicator.
The woman stays fully awake throughout the procedure.

• The incision is closed with an adhesive bandage.
Stitches are not needed.

• For removal, the same steps of injection and incision
are completed, and the provider pulls out the implants
with the help of an instrument. The client may feel
slight pain ore soreness for a few days after removal.
Stitches are not needed. An adhesive bandage is 
used to close the incision.

• The client should also be told about the warning 
signs for complications (see the first page).

When to Start Using Implants?
• Any time it is reasonably certain that the client is not

pregnant. (See Pregnancy Checklist cue card.)
• No monthly bleeding—Any time it is reasonably

certain that the client is not pregnant. A back-up
method is needed for the first 7 days after insertion.

• Immediately when switching from another hormonal
method, if the client has been using the previous
method consistently and correctly. No need to wait for
next monthly bleeding. No need for a back-up method.

• After taking emergency contraceptive pills (ECPs),
within the first 7 days (5 days for Implanon) after next
monthly bleeding, or any time it is reasonably certain
the client is not pregnant. Will need to use a back-up
method or the pill the day after taking ECPs, until
implant insertion. 

• Menstruating or switching from nonhormonal
method, within 7 days (5 for Implanon) after start of
monthly bleeding and no back-up method, or more
than 7 days after start of monthly bleeding—any time 
it is certain client is not pregnant; use back-up method
for first 7 days after insertion.

• Postpartum:
•• Fully or nearly fully breastfeeding—Six weeks after

giving birth, and any time between 6 weeks and 6
months, if her monthly bleeding has not returned. If
more than 6 months after giving birth and her
monthly bleeding has returned, any time it is
reasonably certain that she is not pregnant; a
back-up method should be used for the first 7 days
after insertion.

•• Partially breastfeeding—At 6 weeks after giving 
birth; if more than 6 weeks and monthly bleeding 
has not returned, any time it is reasonably certain
that she is not pregnant; a back-up method should
be used for the first 7 days.

•• Breastfeeding, monthly bleeding has returned—As
advised for women with menstrual cycles.

•• Not breastfeeding—Any time within 4 weeks after
giving birth; If beyond 4 weeks and monthly bleeding
has not returned, any time it is reasonably certain
that she is not pregnant; a back-up method is
needed for the first 7 days of taking pills. If monthly
bleeding has returned, as advised for women having
menstrual cycles

• Postabortion (after abortion or miscarriage)—If
immediately after or within 7 days, no back-up method
is needed. If more than 7 days after, any time it is
reasonably certain that she is not pregnant; a back-up
method is needed for the first 7 days after insertion.



ACQUIRE Project/EngenderHealth Counseling for Effective Use of FP—Participant Handbook 197

Appendix A

COPPER-BEARING INTRAUTERINE DEVICE (IUD)
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2004. Medical eligibility criteria for contraceptive use. 3rd ed.
Geneva. For more detailed guidance, please refer directly to these volumes.

What Is the Intrauterine Device (IUD)?
• The IUD is a small, flexible plastic device with copper sleeves or wire around it. A specially trained health care

provider inserts it into a woman’s uterus through her vagina and cervix. Almost all types of IUDs have 1 or 2
strings, or threads, tied to them. The strings hang through the cervix into the vagina.

• The most commonly used IUD in family planning programs is the copper-bearing TCu-380A IUD, which is
effective for up to 12 years of use. Other copper-bearing IUDs are the MLCu-375 (Multiload) and Nova T, which
are effective for 5 years. 

• The IUD works primarily by causing a chemical change that damages sperm and egg before they can meet.

How Effective Are IUDs?
• IUDs are highly effective in providing long-term, reversible contraception. For the TCu-380A, the pregnancy 

(failure) rate during the first year of use is less than 1 pregnancy for 100 women (6–8 per 1,000 women). Over
10 years of IUD use, the failure rate is about 2 pregnancies per 100 women. 

• Return to fertility after IUD is removed: No delay
• Protection against sexually transmitted diseases (STIs): None

Side Effects, Health Benefits, and Health Risks

Side Effects (which are temporary and not dangerous)
Changes in bleeding patterns (especially in the first
3–6 months), including: 
• Prolonged and heavy monthly bleeding
• Irregular bleeding
• More cramps and pain during monthly bleeding

Health Benefits
• Helps protect against risks of pregnancy.
• May help protect against cancer of the lining of the

uterus (endometrial cancer).

Health Risks and Warning Signs
• Uncommon: May contribute to anemia if a woman

already has low iron blood stores before insertion and
the IUD causes heavier monthly bleeding.

• Rare: Pelvic inflammatory disease (PID) may occur 
if the woman has chlamydia or gonorrhea at the time
of IUD insertion. Warning signs include increasing or
severe pain in the lower abdomen, pain during
intercourse, unusual vaginal discharge, fever, chills,
nausea, and/or vomiting.

Complications
• Rare: Puncturing (perforation) of the wall of the

uterus by the IUD or an instrument used for insertion
may occur. This usually heals without treatment.

Why Some Women Say They Like the IUD
• Highly effective protection from pregnancy
• Long-lasting
• Relatively inexpensive at the start, and no further

costs
• Does not require the user to do anything once the

IUD is inserted

Correcting Misunderstandings
Intrauterine devices:
• Rarely lead to PID after insertion.
• Do not increase the risk of contracting STIs, 

including HIV.
• Do not increase the risk of miscarriage when a

woman becomes pregnant after IUD removal.
• Do not make women infertile.
• Do not cause birth defects.
• Do not cause cancer.
• Do not move to the heart or brain. 
• Do not cause discomfort or pain for the woman 

during sex.
• Do not require a “rest period” after several years 

of use.
• Substantially reduce the risk of ectopic pregnancy.

Who Can Use an IUD?
Most women can use IUDs safely and effectively, including women who:
• Have or have not had children, or are not married • Do hard physical work
• Are of any age, including adolescents and women • Have had an ectopic pregnancy

older than 40 • Have had PID
• Have just had an abortion or miscarriage (if there is • Have vaginal infections

no evidence of infection) • Are infected with HIV or are taking antiretroviral 
• Are breastfeeding medications and doing well
Women can begin using an IUD without STI testing, without an HIV test, without any blood tests or other routine
laboratory tests, without cervical cancer screening, and without a breast examination.
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COPPER-BEARING INTRAUTERINE DEVICE (IUD) (cont.)
Who Cannot Use an IUD?
The IUD should not be used by women who have the following conditions:
• Gave birth more than 48 hours ago but less than • Have current cervical, endometrial, or ovarian cancer

4 weeks ago • Have AIDS and are clinically not well or are not using
• Had an infection following childbirth or abortion antiretroviral therapy (If the woman is at risk of HIV or
• Experienced unexplained vaginal bleeding suggesting is infected with HIV but does not have AIDS, she can

pregnancy or an underlying medical condition use an IUD; if a woman who has an IUD in place
• Have female conditions or problems (gynecologic or develops AIDS, she can keep the IUD.)

obstetric conditions or problems), such as genital • Are at very high individual risk for chlamydial infection
cancer or pelvic tuberculosis or gonorrhea (see below)

• Might be pregnant

Assessing a client’s risk of STIs; Women who are at high individual risk of infection should not have an IUD
inserted. Steps to take:
1. Tell the client that a woman who faces a very high individual risk of some STIs usually should not use an IUD.
2. Ask the woman to consider her own risk and to think about whether she might have an STI. Risky situations

include: a sexual partner with STI symptoms (pus coming from penis, pain or burning during urination, open sore
in the genital area); she or a sexual partner diagnosed with an STI recently; and she or her sexual partner having
had more than 1 sexual partner recently. The provider also can mention other high-risk situations that exist locally.

3. Ask if she thinks she is a good candidate for an IUD or would like to consider other methods.

When Can the IUD Be Inserted?
• Having menstrual cycles: If starting within 12 days

after start of monthly bleeding, there is no need for a
back-up method. If it is more than 12 days after the
start of monthly bleeding, client can have IUD
inserted whenever it is reasonably certain she is not
pregnant; there is no need for a back-up method. 

• Switching from another method: Immediately, if client
has been using previous method consistently and
correctly or if it is otherwise reasonably certain she is
not pregnant. There is no need to wait for next monthly
bleeding. There is no need for a back-up method. 

• For emergency contraception: Within 5 days after
unprotected intercourse. After taking emergency con-
traceptive pills (ECPs), the same day that she finishes
taking ECPs. There is no need for a back-up method. 

• No monthly bleeding: Any time, if it can be
determined she is not pregnant. There is no need for
a back-up method.

• Postpartum:
•• Any time within 48 hours of giving birth (requires a

provider with specific training in postpartum insertion),
or 4 weeks after giving birth (in all other cases)

•• Fully or nearly fully breastfeeding: If monthly bleeding
has not returned any time between 4 weeks and 6
months after giving birth; if more than 6 months after
giving birth, any time it is reasonably certain she is
not pregnant. There is no need for a back-up method.

•• Partially breastfeeding or not breastfeeding: If more
than 4 weeks since giving birth and monthly bleeding
has not returned, if it can be determined she is not
pregnant. There is no need for a back-up method.

•• Breastfeeding and monthly bleeding has returned:
As advised for women having menstrual cycles.

• Postabortion (after abortion or miscarriage):
Immediately or within 12 days, if no infection is
present. No back-up method is needed. Beyond 12
days after abortion or miscarriage, any time it is
reasonably certain she is not pregnant. No back-up

method is needed. If infection is present, after
infection has completely cleared. IUD insertion after
a second-trimester abortion or miscarriage
requires specific training. If specifically trained health
care provider is not available, insertion should be
delayed until 4 weeks after abortion or miscarriage.

How Are IUDs Used?
• IUDs are inserted and removed by trained health service

providers. The client should be told the type of the IUD,
the date to return, for how long it protects from pregnancy,
and when it will need to be removed or replaced.

• For insertion, to assess the client’s eligibility for the
IUD, the provider first conducts a bimanual exam,
followed by the speculum exam to inspect the vagina
and the cervix). The provider cleans the cervix and
then holds the cervix by closing the tenaculum. Then
the provider passes the uterine sound through the
cervix to measure the depth and position of the
uterus. Finally, the provider inserts the IUD slowly
through the cervix and cuts its strings at 3 cm. 

• The client can expect some cramping and pain for a
few days after insertion. She can use ibuprofen
(200–400 mg), paracetamol (325–1000 mg), or other
pain reliever, as needed. Also, she can expect some
bleeding or spotting immediately after insertion. This
may continue for 3–6 months.

• A follow-up visit after her first monthly bleeding or 3–6
weeks following insertion is recommended.

• (If she wants) the client can check the IUD strings to
confirm that her IUD is in place.

• The client should also be told about the warning signs for
health risks and complications (see the first page) and
to return to the clinic if she feels the strings are missing or
feels the hard plastic of an IUD that has come out.

• For removal, the provider inserts a speculum to see
the IUD and its strings, cleans the cervix and the
vagina with an antiseptic, asks the woman to take
slow, deep breaths to relax, and using a narrow
forceps pulls the IUD strings slowly.
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LEVONORGESTREL INTRAUTERINE DEVICE (LNG-IUD)
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2004. Medical eligibility criteria for contraceptive use. 3rd ed.
Geneva. For more detailed guidance, please refer directly to these volumes.

What Is the Levonorgestrel Intrauterine Device (LNG-IUD)?
• The LNG-IUD is a T-shaped plastic device that steadily releases small amounts of levonorgestrel each day.

(Levonorgestrel is a progestin widely used in implants and oral contraceptive pills.) It is effective for 5 years. 
• A specifically trained health care provider inserts it into a woman’s uterus through her vagina and cervix.
• The LNG-IUD is also called the levonorgestrel-releasing intrauterine system (LNG-IUS) or the hormonal IUD. It

is marketed under the brand names Mirena and LevoNova. Other IUDs are available with progesterone
(Progestasert ) and other progestins, such as etonogestrel. Information provided in this cue card pertains to the
LNG-IUD, but it may be applicable to other hormonal IUDs. 

• The LNG-IUD works primarily by suppressing the growth of the lining of uterus (endometrium).

How Effective Is the LNG-IUD?
• The LNG-IUD’s failure rate is less than 1 pregnancy per 100 women over the first year (2 per 1,000 women).

Over 5 years of LNG-IUD use, the failure rate is less than 1 pregnancy per 100 women (5 to 8 per 1,000).
• Return to fertility after LNG-IUD is removed: No delay
• Protection against sexually transmitted diseases (STIs): None

Side Effects, Health Benefits, and Health Risks

Side Effects (which are temporary and not dangerous)
• Changes in bleeding patterns (especially in the first

3–6 months), including: 
•• Lighter bleeding and fewer days of bleeding
•• Infrequent bleeding, Irregular bleeding 
•• No monthly bleeding
•• Prolonged bleeding

• Acne
• Headaches
• Breast pain or tenderness
• Nausea
• Weight gain
• Dizziness
• Mood changes
• Ovarian cysts

Health Benefits 
• Helps protect against risks of pregnancy and iron

deficiency anemia.
• May help protect against pelvic inflammatory disease

(PID).

Health Risks: 
None

Complications:
Rare: Puncturing (perforation) of the wall of the uterus
by the LNG-IUD or an instrument used for insertion
may occur. This usually heals without treatment.

Who Can Use the LNG-IUD?
Nearly all women can use the LNG-IUD safely and effectively.

Who Should Not Use the IUD?
The LNG-IUD should not be used by women who have the following conditions:
• Gave birth less than 4 weeks ago
• Infection following childbirth or abortion 
• Unexplained vaginal bleeding suggesting pregnancy or an underlying medical condition
• Female conditions or problems (gynecologic or obstetric conditions or problems) such as genital cancer or

pelvic tuberculosis 
• Known current cervical, endometrial or ovarian cancer 
• AIDS and clinically not well or are not on antiretroviral therapy (If she is at risk of HIV or infected by HIV but

does not have AIDS, she can use an LNG-IUD. If a woman who has an LNG-IUD in place develops AIDS, she
can keep the LNG-IUD.)

• Very high individual risk for chlamydial infection or gonorrhea (see Assessment of Individual Risk on the
Copper-Bearing IUD cue card)

• Might be pregnant
• Current blood clot in the deep veins of legs or lungs
• Serious active liver disease (jaundice, active hepatitis, severe cirrhosis, liver tumor)
• Current or history of breast cancer
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LEVONORGESTREL INTRAUTERINE DEVICE (LNG-IUD) (cont.)

When Can the LNG-IUD Be Inserted?
• Having menstrual cycles or switching from a

nonhormonal method: If starting within 7 days after
the start of her monthly bleeding, no back-up method 
is needed. If it is more than 7 days after the start of 
her monthly bleeding, she can have the LNG-IUD
inserted any time it is reasonably certain she is not
pregnant. A back-up method is needed for the first 
7 days after insertion. 

• Switching from a hormonal method: Immediately, 
if she has been using the previous method consistently
and correctly or if it is otherwise reasonably certain 
she is not pregnant. No need to wait for next monthly
bleeding. No back-up method is needed.

• After taking emergency contraceptive pills (ECPs):
The LNG-IUD can be inserted within 7 days after the
start of the client’s next monthly bleeding or any other
time it is reasonably certain that the client is not
pregnant. A back-up method is needed until the
LNG-IUD is inserted.

• No monthly bleeding: Any time it can be determined
she is not pregnant; a back-up method is needed for
the first 7 days after insertion.

• Postpartum:
•• Fully or nearly fully breastfeeding: If monthly

bleeding has not returned any time between 4
weeks and 6 months after giving birth. No back-up
method is needed. If more than 6 months after
giving birth and her monthly bleeding has not
returned, any time it is reasonably certain she is 
not pregnant; a back-up method is needed for the
first 7 days after insertion.

•• Partially breastfeeding or not breastfeeding: If more
than 4 weeks since giving birth and her monthly
bleeding has not returned, LNG-IUD can be inserted
anytime it can be determined she is not pregnant. 
A back-up method is needed for the first 7 days after
insertion.

•• Breastfeeding and monthly bleeding has returned:
As is advised for women having menstrual cycles.

• Postabortion (after abortion or miscarriage): Insert
immediately, or within 7 days if no infection is present;
no back-up method is needed. Beyond 7 days after
abortion or miscarriage, insert any time it is reasonably
certain she is not pregnant; no back-up method is
needed. If infection is present, insert after infection has
completely cleared. LNG-IUD insertion after second-
trimester abortion or miscarriage requires specific
training. If specifically trained health care provider is
not available, insertion should be delayed until after 
4 weeks following the abortion or miscarriage.

How Is LNG-IUD Used?
• LNG-IUDs are inserted and removed by trained health service providers. The client should be told the type of 

the LNG-IUD, the date to return, for how long it protects from pregnancy, and when it will need to be removed 
or replaced.

• For insertion, to assess the client’s eligibility for the IUD, the provider first conducts a pelvic exam (a bimanual
exam, followed by the speculum exam to inspect the vagina and the cervix). The provider cleans the cervix and
then holds the cervix by closing the tenaculum. Then the provider passes the uterine sound through the cervix to
measure the depth and position of the uterus. Finally the provider inserts the LNG-IUD slowly through the cervix
and cuts its strings at 3 centimeters. After the insertion the client can rest on the examination table until she feels
ready to get dressed. 

• The client should return within the first 3 months to make sure that the LNG-IUD is in the right place.
• (If she wants) the client can check the LNG-IUD strings to confirm that her LNG-IUD is in place.
• The client should also be told about the warning signs for complications (see the first page) and to return to

the clinic if she feels the strings are missing or feels the hard plastic of an LNG-IUD that has come out.
• For removal, the provider inserts a speculum to see the LNG-IUD and its strings. After cleaning the cervix and

the vagina with an antiseptic solution, the provider asks the woman to take slow, deep breaths to relax, and using
a narrow forceps pulls the LNG-IUD strings slowly.
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FEMALE STERILIZATION
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2004. Medical eligibility criteria for contraceptive use. 3rd ed.
Geneva. For more detailed guidance, please refer directly to these volumes.

What Is Female Sterilization?
• Permanent contraception for women who will not want more children.
• The 2 surgical approaches most often used:
Minilaparotomy involves making a small incision in the abdomen, and the fallopian tubes are brought to the inci-
sion to be cut or blocked.
Laparoscopy involves inserting a long thin tube with a lens in it into the abdomen through a small incision. This
laparoscope enables the doctor to see and block or cut the fallopian tubes in the abdomen.
• Also called tubal sterilization, tubal ligation, voluntary surgical contraception, tubectomy, bi-tubal ligation, tying

the tubes, minilap, and “the operation.”
• Works because the fallopian tubes are blocked or cut. Eggs released from the ovaries cannot move down the

tubes, and so they do not meet sperm. It is immediately effective. 

How Effective Is Sterilization?
• Less than 1 pregnancy per 100 women over the first year after having the sterilization procedure (5 per 1,000).
• Over 10 years of use: About 2 pregnancies per 100 women (18 to 19 per 1,000).
• Fertility does not return because sterilization generally cannot be stopped or reversed. The procedure is

intended to be permanent. Reversal surgery is difficult, expensive, and not available in most areas. When
performed, reversal surgery often does not lead to pregnancy.

• Protection against sexually transmitted infections (STIs): None

Side Effects, Health Benefits, and Health Risks

Side Effects None
Health Benefits 
• Helps protect against risks of pregnancy and pelvic

inflammatory disease (PID).
• May help protect against ovarian cancer
Health Risks
• Uncommon to extremely rare: Complications of

surgery and anesthesia
Complications of Surgery
• Uncommon to extremely rare: Serious complications

are uncommon and death due to procedure or
anesthesia is extremely rare. The risk of complications
with local anesthesia is significantly lower than with
general anesthesia. Complications can be kept to a
minimum if appropriate techniques are used and if
procedure is performed in an appropriate setting.

Why Some Women Say They Like Female Sterilization
• No side effects 
• No need to worry about contraception again 
• Easy to use, nothing to do or remember 
Correcting Misunderstandings
Female sterilization:
• Does not make women weak
• Does not cause lasting pain in back, uterus, or abdomen. 
• Does not remove a woman’s uterus or lead to a need

to have it removed. 
• Does not cause hormonal imbalances. 
• Does not cause heavier bleeding or irregular bleeding

or otherwise change women’s menstrual cycles. 
• Does not cause any changes in weight, appetite, or

appearance. 
• Does not change women’s sexual behavior or sex drive. 
• Substantially reduces the risk of ectopic pregnancy.

Who Can Have Female Sterilization?
With proper counseling and informed consent, any woman can have female sterilization safely, including women who: 
• Have no children or few children or are not married • Are breastfeeding
• Do not have husband’s permission • Are infected with HIV, whether or not on
• Are young antiretroviral medications
• Just gave birth (within the last 7 days) 
Women can have female sterilization without any blood tests or routine laboratory tests, without cervical cancer
screening and even when a woman is not having monthly bleeding at the time, if it is reasonably certain she is not
pregnant (see cue card titled Pregnancy Checklist).

Who Cannot Have Female Sterilization? No medical condition prevents a woman from using female 
sterilization. Some medical conditions may limit when, where, or how the female sterilization procedure should be
performed. In such situations one should use caution, delay the procedure or make special arrangements. 
• Caution means the procedure can be performed in a routine setting but with extra preparation and precautions,

depending on the condition (e.g., past PID, previous abdominal or pelvic surgery, hypothyroidism, moderate iron
deficiency anemia). continued
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FEMALE STERILIZATION (cont.)
• Delay means postpone female sterilization. These conditions must be treated and resolved before female sterilization

can be performed. The client should be given a back-up method* to use until the procedure can be performed (e.g.,
current pregnancy, pelvic inflammatory disease, malignant trophoblast disease, active viral hepatitis).

• Special means special arrangements should be made to perform the procedure in a setting with an experienced
surgeon and staff, equipment to provide general anesthesia, and other back-up medical support (e.g., AIDS,
endometriosis, severe cirrhosis of the liver).

For a complete list of medical conditions that necessitate caution, delaying of the procedure, and making special
arrangements, see the Family Planning: A Global Handbook for Providers or see WHO Medical Eligibility Criteria, 2004.

When Can Female Sterilization Be Performed? 
• Having menstrual cycles or switching from

another method—If procedure is performed within 7
days after the start of her monthly bleeding, no need
to use another method before the procedure. If it is
more than 7 days after the start of her monthly
bleeding, she can have the procedure any time it is
reasonably certain she is not pregnant. 

• No monthly bleeding—Any time it is reasonably
certain she is not pregnant.

• After using emergency contraceptive pills (ECPs),
woman can have sterilization procedure done within 7
days after the start of her next monthly bleeding or, any
other time it is reasonably certain she is not pregnant.
She should be given a back-up method or oral
contraceptives to start the day after she finishes taking
the ECPs, to use until she can have the procedure.

• After childbirth (Postpartum):
•• Immediately or within 7 days after giving birth, if she

has made a voluntary, informed choice in advance.
•• Any time 6 weeks or more after childbirth, if it is

reasonably certain she is not pregnant.
• After abortion or miscarriage (postabortion)

Within 48 hours after uncomplicated abortion, if she
has made a voluntary, informed choice in advance.

How Is Female Sterilization Performed?
• The client should be counseled and have decided

after having fully understood the 7 points of informed
consent (see Participant Handbook, p. 109).

• Before the procedure the client should not eat
anything for 8 hours and should not take any
medication for 24 hours. 

• The most common approaches used are
minilaparotomy and laparoscopy. It can also be done
during caesarean section. Based on the surgical
approach and type of anesthesia, the client should be
told about what to expect during the procedure. 

• The procedure can be performed under local or
general anesthesia. If the procedure will be done
under local anesthesia, the woman receives light
sedation (with pills or into a vein) to relax her. Local
anesthetic is injected at the incision site.

• Minilaparotomy involves a 2–5 centimeter incision
just above the pubic hairline (for interval female
sterilization) or a 1.5–3 cm incision at the lower edge
of the navel (for postpartum female sterilization).
Inserting a special instrument (uterine elevator) into

the vagina, through the cervix, and into the uterus,
the provider raises each of the 2 fallopian tubes so
they are closer to the incision. This may cause
discomfort. Through the incision, the provider grasps
the tubes and occludes them, by tying and cutting
them or by closing them with a clip or ring. The
incision is then closed with stitches and covered with
an adhesive bandage.

• Laparoscopy starts with the insertion of a special
needle into the women’s abdomen. Through the
needle, the provider inflates (insuflates) the abdomen
with gas or air. The provider makes a small incision
(about 1 cm) and inserts a long, thin tube
(laparoscope) with which to visualize the tubes. Then
another instrument is inserted through the
laparoscope to close the fallopian tubes by applying a
clip or ring or by using electric current
(electrocoagulation) to block the tube. The provider
then removes the instrument and the laparoscope,
the gas or air is let out, and the provider closes the
incision with stitches and covers it with an adhesive
bandage. A laparoscope is not used in the immediate
postpartum period because of the risk of injury to the
large vascular uterus.

• Local anesthesia is safer than spinal, epidural, or
general anesthesia, lets the client leave the clinic or
hospital sooner (in a few hours), allows faster
recovery, and makes it possible to perform female
sterilization in more facilities.

• After the procedure, the client is observed for 2–6
hours at the clinic or hospital. She receives instructions
on what to do after she leaves. She should:
•• Rest for 2 days and avoid vigorous work and heavy

lifting for a week.
•• Keep the incision clean and dry for 1–2 days.
•• Not have sex for at least 1 week.

• The client should be told about the warning signs of
complications of surgery, such as: 
•• Bleeding, pain, pus, heat, swelling, or redness of the

wound that becomes worse or does not go away 
•• High fever (greater than 38°C/101°F)
•• Fainting, persistent light-headedness, or extreme

dizziness in the first 4 weeks
• The client should return within 7 days to have the

incision site checked and any stitches removed, and
any time soon after the procedure if signs of infection
are present.
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VASECTOMY
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2004. Medical eligibility criteria for contraceptive use. 3rd ed.
Geneva. For more detailed guidance, please refer directly to these volumes.

What Is Vasectomy?
• Vasectomy is permanent contraception for men who will not want more children.
• Through a puncture or small incision in the scrotum, the provider locates each of the 2 tubes that carry sperm to

the penis (vas deferens) and cuts or blocks it by cutting and tying it closed or by applying heat or electricity
(cautery).

• Vasectomy is also called male sterilization and male surgical contraception.
• Vasectomy works by closing off each vas deferens, keeping sperm out of semen. Semen is ejaculated, but it

cannot cause pregnancy. 
• There is a 3-month delay in vasectomy’s taking effect. Therefore, the man or couple must use condoms or

another contraceptive method for 3 months after vasectomy. 

How Effective Is Vasectomy?
• Where men cannot routinely have their semen examined to see if it still contains sperm, pregnancy rates are

about 2 or 3 per 100 women over the first year after their partners have had a vasectomy. Where men can have
their semen examined after vasectomy, pregnancy rates are less than 1 per 100 women over the first year after
their partners have had vasectomies (2 per 1,000).

• Some pregnancies occur within the first year because the couple does not use condoms or another effective
method correctly and consistently in the first 3 months, before the vasectomy is fully effective.

• Over 3 years of use: About 4 pregnancies per 100 women
• Fertility does not return because vasectomy generally cannot be stopped or reversed. The procedure is

intended to be permanent. Reversal surgery is difficult, expensive, and not available in most areas. When
performed, reversal surgery often does not lead to pregnancy

• Protection against sexually transmitted infections (STIs): None

Side Effects, Health Benefits, and Health Risks

Side effects, Health Benefits and Health Risks
• None
Complications of Surgery
• Uncommon to rare: Severe scrotal or testicular pain that lasts for months or years
• Uncommon to very rare: Infection at the incision site or inside the incision (uncommon with conventional

incision technique; very rare with no-scalpel technique)
• Rare: Bleeding under the skin that might cause swelling or bruising (hematoma)

Correcting Misunderstandings
Vasectomy:
• Does not remove the testicles. In vasectomy, the

tubes carrying sperm from the testicles are blocked.
The testicles remain in place.

• Does not decrease sex drive.
• Does not affect sexual function. A man’s erection is

as hard, it lasts as long, and he ejaculates the same
as before.

• Does not cause a man to grow fat or become weak,
less masculine, or less productive.

• Does not cause any diseases later in life.
• Does not prevent transmission of STIs, including HIV.

Why Some Women Say They Like Vasectomy
• Safe, permanent, and convenient
• Fewer side effects and complications than many

methods for women
• Man takes responsibility for contraception—takes

burden off woman
• Increases enjoyment and frequency of sex
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VASECTOMY (cont.)
Who Can Have a Vasectomy?
With proper counseling and informed consent, any man can have a vasectomy safely, including men who:

• Have no children or few children • Have sickle cell disease
• Are not married • Are at high risk of HIV or other STI infection
• Do not have wife’s permission • Are infected with HIV, whether or not on antiretroviral
• Are young medications

In some of these situations, especially careful counseling is important to make sure the man will not regret his
decision.

Men can have a vasectomy without any blood tests or routine laboratory tests, without having their blood pressure
checked, without a hemoglobin test, without having their cholesterol or liver function checked, and even if they
cannot have their semen examined by microscope later to see if there are still sperm in it.

Who Cannot Have a Vasectomy?
No medical condition prevents a man from using vasectomy. Some medical conditions may limit when, where, or
how the vasectomy procedure should be performed. In such situations, one should use caution, delay the proce-
dure, or make special arrangements. 
• Caution means the procedure can be performed in a routine setting but with extra preparation and precautions,

depending on the condition (e.g., previous scrotal injury, large varicocele or hydrocele, undescended testicle
[one side only], diabetes, depression).

• Delay means postpone vasectomy. These conditions must be treated and resolved before vasectomy can be
performed. The client should be given a back-up method* to use until the procedure can be performed (e.g.,
active STI, scrotal skin infection, a mass in the scrotum, systemic infection).

• Special means that special arrangements should be made to perform the procedure in a setting with an
experienced surgeon and staff, equipment to provide general anesthesia, and other back-up medical support
(e.g., hernia in the groin, undescended testicles [both sides], AIDS, coagulation disorders [blood fails to clot]).

For a complete list of medical conditions that necessitate caution, delaying of the procedure, and making special
arrangements, see the sources cited on the front of this cue card.

When Can Vasectomy Be Performed?
Vasectomy can be performed any time a man requests it (if there is no medical reason to delay). 

How Is Vasectomy Performed?
• The client should be counseled and have decided after having fully understood the 7 points of informed consent

(see Participant Handbook, p. 109).
• Male sterilization is performed through either no-scalpel vasectomy (NSV) or conventional vasectomy. NSV

is the preferred method, because it uses a smaller puncture instead of incisions, it causes less pain and
bruising, recovery time is shorter, and it reduces the operating time. Based on the approach used, the client
should be told about what to expect during the procedure and how to prepare for the procedure.

• The man receives an injection of local anesthetic in his scrotum to prevent pain. He stays awake throughout the
procedure.

• In NSV, the skin is punctured with a special instrument and each vas deferens is reached and occluded through
the puncture. As the puncture is so small, it can be covered with adhesive bandage.

• In conventional vasectomy, the clinician makes 1–2 cm incision(s) in the scrotal skin. Through the incision(s),
each vas deferens is reached and occluded. The skin is then closed with stitches.

Both conventional vasectomy and NSV are performed almost exclusively under local anesthesia only.
• After the procedure, the client receives clear instructions about postoperative care. Following the procedure,

the client can leave within a few hours, often in less than 1 hour. He should: 
•• Rest for 2 days, if possible
•• Apply cold compresses on the scrotum for the first 4 hours, if possible
•• Wear snug underwear or pants for 2–3 days
•• Not have sex for at least 2–3 days
•• (If his wife is not using an effective contraceptive,) use condoms to use for 3 months, until sperm are cleared

from his system.
•• Return in 3 months for semen analysis, if available

• The client should be told about the warning signs of complications of surgery, such as: 
•• Bleeding, pain, pus, heat, swelling, or redness in the genital area that becomes worse or does not go away



ACQUIRE Project/EngenderHealth Counseling for Effective Use of FP—Participant Handbook 205

Appendix A

MALE CONDOM
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2004. Medical eligibility criteria for contraceptive use. 3rd ed.
Geneva. For more detailed guidance, please refer directly to these volumes.

What Are Male Condoms?
• A male condom is a thin sheath usually made of rubber (latex) that is placed on an erect penis before

intercourse. It is the only method of contraception that also provides protection from sexually transmitted
infections (STIs), including HIV.

• Male condoms are also called rubbers, “raincoats,” “umbrellas,” skins, and prophylactics, and are known by
many different brand names.

• Male condoms form a barrier that keeps sperm out of the vagina, preventing pregnancy; they also keep
infections in semen, on the penis, or in the vagina from infecting the other partner.

How Effective Are Condoms?
Effectiveness depends on the user. The risk of pregnancy is greatest when condoms are not used with every act
of intercourse.
• As commonly used, the failure rate is about 15 pregnancies per 100 women whose partners use male condoms

over the first year.
• When used correctly with every sex act, the male condom has a failure rate of about 2 pregnancies per 100

women whose partners use male condoms over the first year.
• Return of fertility after use of condoms is stopped: No delay
• Protection against HIV and other STIs:

•• When used consistently and correctly, the male condom prevents 80–95% of HIV transmission that would
have occurred without condoms.

•• Condoms reduce the risk of becoming infected with many STIs when used consistently and correctly.
⇒ They are most effective for preventing STIs spread by discharge, such as HIV, gonorrhea, and chlamydia.
⇒ They reduce the risk of becoming infected with STIs spread by skin-to-skin contact, such as herpes and

human papillomavirus.

Side Effects, Health Benefits, and Health Risks

Side Effects None
Health Benefits
Condoms help protect against:
• Risk of pregnancy
• STIs, including HIV
•They may help protect against conditions caused by STIs:
• Recurring pelvic inflammatory disease and chronic

pelvic pain
• Cervical cancer
• Infertility (male and female)
Health Risks
Extremely rare: Severe allergic reaction (among 
people with latex allergy)

Why Some Men and Women Say They Like Male
Condoms
• No hormonal side effects
• Can be used as a temporary back-up method
• Can be used without seeing a health care provider
• Are sold in many places and are generally easy to obtain
• Help protect against both pregnancy and STIs,

including HIV
Correcting Misunderstandings
Male condoms:
• Do not make men sterile, impotent, or weak, or

decrease their sex drive.
• Cannot get lost in the woman’s body.
• Do not have holes that HIV can pass through.
• Are not laced with HIV.
• Do not cause illness in a woman because they

prevent semen or sperm from entering her body.
• Do not cause illness in men because sperm “backs up.”
• Are used by many married couples. They are not only

for use outside of marriage.

Who Can Use Male Condoms?
All men and women can safely use male condoms, except for those with severe allergy to latex rubber. Also, con-
doms can be used by: 
• Men and women needing a temporary method while waiting for a regular one 
• Couples needing a back-up method 
• Men and women who have intercourse infrequently
• Couples who need contraception immediately
• Couples in which either partner has more than 1 sexual partner, even if using another method 
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MALE CONDOM (cont.)
When to Start Using Male Condoms?
Use of male condoms can start any time the client wants. 

How Are Male Condoms Used?
IMPORTANT: Whenever possible, show the client how to put on a condom. Use a model of a penis, if available,
or some other item, like a banana, to demonstrate.

1. Use a new condom for each sex act.
• Check the condom package. Do not use if torn or damaged.
• Tear open the package carefully. Do not use finger nails, teeth or anything that could

damage the condom.

2. Before any physical contact, place the condom on the tip of the erect penis with 
the rolled side out.
• For the most protection, put the condom before the penis makes any genital, oral or 

anal contact.

3. Unroll the condom all the way to the base of the erect penis.
• The condom should unroll easily. Forcing it on could cause it break during use. 
• If the condom does not unroll easily, it may be on backwards, damaged, or too old. 

Throw it away and use a new condom.
• If the condom is on backwards and a new one is not available, turn it over and unroll 

it onto penis.

4. Immediately after ejaculation, hold the rim of the condom in place and withdraw 
the penis while it is still erect.
• Withdraw the penis.
• Slide the condom off, avoiding spilling semen.
• If having sex again or switching from one sex act to another, use a new condom.

5. Dispose of the used condom safely.
• Wrap the condom in its package and put it in the rubbish or latrine. Do not put the 

condom into a flush toilet, as it can cause problems with plumbing.

Also:
• Explain about use of emergency contraceptive pills (ECPs), in case there are errors in condom use.
• Discuss skills and techniques for negotiating condom use with partners.
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FEMALE CONDOM
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2004. Medical eligibility criteria for contraceptive use. 3rd ed.
Geneva. For more detailed guidance, please refer directly to these volumes.

What Are Female Condoms?
• Female condoms are sheaths, or linings, made of thin, transparent, soft plastic film that fit loosely inside a

woman’s vagina. 
•• They have flexible rings at both ends. One ring, at the closed end, helps the woman to insert the condom, and

the ring at the open end holds part of the condom outside the vagina
•• They are lubricated inside and out with a silicone-based lubricant.

• Different brand names of female condoms include FC Female Condom, Reality, Femidom, Dominique, Femy,
Myfemy, Protectiv’, and Care. In some countries, latex female condoms may be available. 

• They work by forming a barrier that keeps sperm out of the vagina, preventing pregnancy; they also keep
infections in the semen, on the penis, or in the vagina from infecting the other partner.

How Effective Are Female Condoms?
Effectiveness depends on the user. The risk of pregnancy is greatest when condoms are not used with every act
of intercourse.
• As commonly used, the failure rate for the female condom is 21 pregnancies per 100 women over the first year

of use.
• When used correctly with every sex act, female condoms have a failure rate of about 5 pregnancies per 100

women over the first year.
• Return of fertility after use of female condom is stopped: No delay
• Protection against HIV and other sexually transmitted infections (STIs): Female condoms reduce the risk of

infection with STIs, including HIV, when used correctly with every sex act.

Side Effects, Health Benefits, and Health Risks

Side Effects 
None 
Health Benefits
Female condoms help protect against
• Risk of pregnancy
• STI, including HIV
Health Risks
None

Correcting Misunderstandings
Female condoms:
• Cannot get lost in the woman’s body.
• Are not difficult to use, but correct use needs to be

learned.
• Do not have holes that HIV can pass through.
• Are used by many married couples; they are not only

for use outside marriage.
• Do not cause illness in a woman because they

prevent semen or sperm from entering her body.

Why Some Women Say They Like Female Condoms
• Women can initiate their use.
• Female condoms have a soft, moist texture that feels

more natural during sex.
• Female condoms protect against pregnancy and

STIs, including HIV.
• The outer ring provides added sexual stimulation for

some women.
• Female condoms can be used without the need to

see a health care provider.

Why Some Men Say They Like Female Condoms
• Female condoms can be inserted ahead of time so

that use does not interrupt sex.
• They are not tight or constricting like male condoms.
• They do not dull the sensation of sex, like male

condoms do.
• Female condoms do not have to be removed

immediately after ejaculation.

Who Can Use Female Condoms?
Any women can use female condoms. No medical conditions prevent the use of this method. 

When to Start Female Condoms?
Female condom use can begin anytime the client wants.
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FEMALE CONDOM (cont.)
How Are Female Condoms Used?
IMPORTANT: Whenever possible, show the client how to insert the female condom. Use a model or picture, if
available, or your hands to demonstrate. You can create an opening similar to a vagina with one hand and show
how to insert the female condom with the other hand. Basic steps and important details are of using a female
condom are as follows.

1. Use a new female condom for each act of intercourse.
• Check the condom package. Do not use the product if the packaging is

torn or damaged.
• If possible, wash your hands with mild soap and clean water before

inserting the condom.

2. Before any physical contact, insert the condom into the vagina.
• The female condom can be inserted up to 8 hours before sex. For the

most protection, insert the condom before the penis comes into contact
with the vagina.

• Choose a position that is comfortable for insertion—squat, raise one leg,
sit, or lie down.

• Rub the sides of the female condom together to spread the lubricant
evenly.

• Grasp the ring at the closed end, and squeeze it so that it becomes long
and narrow.

• With the other hand, separate the outer lips (labia) and locate the opening
of the vagina.

• Gently push the inner ring into the vagina as far up as it will go. Insert a
finger into the condom to push it into place. About 2–3 cm of the condom
and the outer ring should remain outside the vagina.

3. Ensure that the penis enters the condom and stays inside the condom.
• The man or woman should carefully guide the tip of his penis inside the

condom—not between the condom and the wall of the vagina. If his penis
goes outside the condom, withdraw and try again.

• If the condom is accidentally pulled out of the vagina or pushed into it
during sex, put the condom back in place.

4. After the man withdraws his penis, he should hold the outer ring of the
condom, twist it to seal in fluids, and gently pull it out of the vagina.
• The female condom does not need to be removed immediately.
• Remove the condom before standing up, to avoid spilling semen.
• If the couple has sex again, they should use a new condom.
• Reuse of female condoms is not recommended.

5. Dispose of the used condom safely.
• Wrap the condom in its package and put it in the rubbish or latrine. Do not

put the condom into a flush toilet, as it can cause problems with plumbing.

Also:
• Explain about use of emergency contraceptive pills (ECPs), in case there are errors in condom use.
• Discuss skills and techniques for negotiating condom use with partners.
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SPERMICIDES
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2004. Medical eligibility criteria for contraceptive use. 3rd ed.
Geneva. For more detailed guidance, please refer directly to these volumes.

What Are Spermicides?
• Spermicides are sperm-killing substances inserted deep in the vagina, near the cervix, shortly before sex.

•• Nonoxynol-9 is most widely used spermicide.
•• Others include benzalkonium chloride, chlorhexidine, menfegol, octoxynol-9, and sodium docusate.

• Spermicides are available in foaming tablets, melting or foaming suppositories, cans of pressurized foam,
melting film, jelly, and cream. Jellies, creams, and foam from cans can be used alone, with a diaphragm, or with
condoms. Films, suppositories, and foaming tablets or suppositories can be used alone or with condoms.

• Spermicides work by causing the membrane of sperm cells to break, killing them or slowing their movement.
This keeps sperm from meeting an egg. 

How Effective Are Spermicides?
The effectiveness of spermicides depends on the user. The risk of pregnancy is greatest when spermicides are
not used with every act of intercourse.
• Spermicides are one of the least effective family planning methods.
• As commonly used, spermicides have a failure rate of about 29 pregnancies per 100 women over the first year.
• When used correctly with every act of intercourse, spermicides have a failure rate of about 18 pregnancies per

100 women over the first year.
• Return of fertility after spermicides are stopped: No delay
• Protection against sexually transmitted infections (STIs): None. Frequent use may increase risk of HIV infection.

Side Effects, Health Benefits, and Health Risks

Side Effects (which are temporary and not dangerous)
• Irritation in or around the vagina or penis
• Vaginal lesions 
Health Benefits
Help protect against risk of pregnancy.

Why Some Women Say They Like Spermicides
• Controlled by the woman
• No hormonal side effects
• Increase vaginal lubrication
• Can be used without seeing a health care provider
• Can be inserted ahead of time, so they do not

interrupt sex

Health Risks
• Uncommon: Urinary tract infection, especially when

spermicides are used 2 or more times a day
• Rare: Frequent use of nonoxynol-9 may increase risk

of HIV infection.

Correcting Misunderstandings
Spermicides:
• Do not reduce vaginal secretions or make women

bleed during sex.
• Do not cause cervical cancer or birth defects.
• Do not protect against STIs.
• Do not change men’s or women’s sex drive or reduce

sexual pleasure for most men.
• Do not stop women’s monthly bleeding.
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SPERMICIDES (cont.)

Who Can Use Spermicides?
Spermicides are safe and suitable for nearly all women. 

Who Cannot Use Spermicides?
All women can safely use spermicides, except for those who:
• Are at high risk for HIV infection
• Have HIV infection
• Have AIDS

When to Start Using Spermicides?
Spermicides can be started at any time the client wants.

How Are Spermicides Used? 
• Spermicides should be inserted before sex. 

•• Foam or cream: Any time less than 1 hour before sex.
•• Tablets, suppositories, jellies, film: Between 10 minutes and 1 hour before sex.

• The client checks the expiration date and washes her hands with mild soap and clean water, if possible.
• The client applies the spermicide by: 

•• Foam or cream: Shaking can of foam hard, squeezing spermicide from the can or tube into a plastic
applicator, inserting the applicator deep into the vagina, near the cervix, and pushing the plunger.

•• Tablets, suppositories, jellies: Inserting the spermicide deep into the vagina, near the cervix, with an
applicator or with fingers. 

•• Film: Folding film in half and inserting with dry fingers (or else the film will stick to the fingers and not the
cervix).

• The client should insert additional spermicide before each act of vaginal sex.
• Douching is not recommended, because it will wash away the spermicide and will also increase the risk of STIs.

If the client must douche, she should wait for at least 6 hours after sex before doing so.
• Explain about emergency contraceptive pills (ECPs), in case the spermicide is not used at all or is not used

properly.
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DIAPHRAGM
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2004. Medical eligibility criteria for contraceptive use. 3rd ed.
Geneva. For more detailed guidance, please refer directly to these volumes.

What Is the Diaphragm?
• The diaphragm is a soft latex cup that covers the cervix. It is placed deep in the vagina before sex. The rim

contains a firm, flexible spring that keeps the diaphragm in place.
• The diaphragm comes in different sizes and requires fitting by a specifically trained provider.
• This method requires correct use with every act of intercourse for greatest effectiveness.
• The diaphragm is used with spermicidal cream, jelly, or foam to improve its effectiveness.
• The diaphragm blocks sperm from entering the cervix; spermicides kill or disable sperm. Both keep sperm from

meeting an egg.

How Effective Is the Diaphragm?
The effectiveness of the diaphragm depends on the user. The risk of pregnancy is greatest when the diaphragm
with spermicides is not used with every act of intercourse.
• As commonly used, the diaphragm has a failure rate of about 16 pregnancies per 100 women over the first year.
• When used correctly with every act of intercourse, the diaphragm has a failure rate of about 6 pregnancies per

100 women over the first year.
• Return of fertility after use of the diaphragm is stopped: No delay
• Protection against sexually transmitted infections (STIs): The diaphragm may provide some protection against

certain STIs, but clients should not rely on it for STI prevention. 

Side Effects, Health Benefits, and Health Risks

Side Effects (which are temporary and not dangerous)
• Irritation in or around the vagina or penis
• Vaginal lesions 
Health Benefits
• Helps protect against risks of pregnancy
• May help protect against 

•• Certain STIs (chlamydia, gonorrhea, pelvic
inflammatory disease, trichomoniasis) 

•• Cervical precancer and cancer

Why Some Women Say They Like the Diaphragm
• Controlled by the woman
• No hormonal side effects
• Can be inserted ahead of time, so does not interrupt sex

Health Risks
• Common to uncommon: Urinary tract infection
• Uncommon: Bacterial vaginosis, candidiasis
• Rare: Increased risk of HIV infection, from frequent

use of nonoxynol-9
• Extremely rare: Toxic shock syndrome

Correcting Misunderstandings
Diaphragms:
• Do not affect the feeling of sex. (A few men report

feeling the diaphragm during sex, but most do not.)
• Cannot pass through the cervix, and cannot go into

the uterus or otherwise get lost in the woman’s body.
• Do not cause cervical cancer.

Who Can Use the Diaphragm?
Nearly all women can use the diaphragm safely and effectively.

Who Cannot Use the Diaphragm?
Women cannot use the diaphragm if they:
• Have had a baby or a second-trimester abortion in the past 6 weeks.
• Are allergic to latex rubber.
• Are at high risk for HIV infection.
• Have an HIV infection.
• Have AIDS.

When to Start Using the Diaphragm?
A client can begin using the diaphragm any time she wants, except within 6 weeks of a full-term delivery or a 
second-trimester spontaneous or induced abortion.
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DIAPHRAGM (cont.)
How Is the Diaphragm Used?
A pelvic examination is needed before starting use. The provider determines the correct diaphragm size and
checks that it fits properly and does not come out easily. With a properly fitted diaphragm, the client should not be
able to feel anything inside her vagina, even when she walks or when she has intercourse.
IMPORTANT: Whenever possible, show the woman the location of the pubic bone and cervix with a model or pic-
ture. Explain that the diaphragm is inserted behind the pubic bone and covers cervix.

1. Squeeze a spoonful of spermicidal cream, jelly, or foam into the diaphragm
and around the rim.
• Wash hands with mild soap and clean water if possible.
• Check the diaphragm for holes, cracks, or tears by holding it up to the light.
• Check the expiration date of the spermicide and avoid using any beyond its

expiration date.
• Insert the diaphragm less than 6 hours before having sex.

2. Press the rim together; push the diaphragm into the vagina as far as it goes.
• Choose a position that is comfortable for insertion—squatting, raising one leg,

sitting, or lying down.

3. Feel the diaphragm to make sure that it covers the cervix.
• Through the dome of the diaphragm, the cervix feels like the tip of the nose.
• If the diaphragm feels uncomfortable, take it out and insert it again.

4. Keep the diaphragm in place for at least 6 hours after sex.
• Keep the diaphragm in place at least 6 hours after having sex, but no longer

than 24 hours.
• Leaving the diaphragm in place for more than 1 day may increase the risk of

toxic shock syndrome. It can also cause a bad odor and vaginal discharge.
• For multiple sex acts, make sure that the diaphragm is in the correct position,

and insert additional spermicides in front of the diaphragm before each act.

5. To remove the diaphragm, slide a finger under the rim to pull it down and out.
• Wash hands with mild soap and clean water, if possible.
• Insert a finger into the vagina until the rim of the diaphragm is felt.
• Gently slide a finger under the rim and pull the diaphragm down and out. Use

care not to tear the diaphragm with a fingernail.
• Wash the diaphragm with mild soap and clean water, and dry it after each use.

Also:
• Explain emergency contraceptive pill (ECP) use, in case the diaphragm moves out of place or is not used properly.
• Explain when to replace the diaphragm (when it gets thin, develops holes, or becomes stiff, or about every 2 years).
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FERTILITY AWARENESS METHODS
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2004. Medical eligibility criteria for contraceptive use. 3rd ed.
Geneva. For more detailed guidance, please refer directly to these volumes.

What Are Fertility Awareness Methods?
• “Fertility awareness” means that a woman knows how to

tell when the fertile time of her menstrual cycle starts and
ends. (The fertile time is when she can become pregnant.) 

• This approach is also called periodic abstinence or
natural family planning. These methods can be used
alone or in combination and can be grouped into:
•• Calendar-based methods. These methods involve

keeping track of days of the menstrual cycle to
identify the start and end of the fertile time.
Examples: Standard days method and calendar
rhythm method.

•• Symptoms-based methods. These methods
depend on observing signs of fertility.
⇒ Cervical secretions: When a woman sees or feels

cervical secretions, she may be fertile. 
⇒ Basal body temperature (BBT): A woman’s resting

body temperature goes up slightly near the time of
ovulation (release of an egg), when she could
become pregnant. 

⇒ Examples: Two-Day Method, BBT method,
ovulation method, and the symptothermal method

• Fertility awareness methods require partner’s cooperation
for abstaining or using another method on fertile days.

• Fertility awareness methods work primarily by helping
a woman know when she could become pregnant. The
couple prevents pregnancy by avoiding unprotected
vaginal sex during these fertile days—usually by
abstaining or by using condoms or a diaphragm. Some
couples use spermicides or withdrawal, but these are
among the least-effective methods.

• Clients should be told about emergency contraceptive
pills (ECPs), in case there are errors in identifying
fertile days.

How Effective Are Fertility Awareness Methods?
Effectiveness depends on the user. Pregnancy risk is great-
est when couples have unprotected sex on the fertile days.
• As commonly used, periodic abstinence has a failure rate

in the first year of about 25 pregnancies per 100 women.
• Pregnancy rates with correct and consistent use vary for

different types of fertility awareness methods—5
pregnancies per 100 women over the first year of use of
the standard days method, 9 per 100 women over the first
year of use of the calendar rhythm method, 4 per 100
women over the first year of use of the Two-Day method, 
1 per 100 women over the first year of use of the basal
body temperature (BBT) method, 3 per 100 women over
the first year of use of the ovulation method, and 2 per
100 women over the first year of use of the
symptothermal method.

• Return of fertility after fertility awareness methods are
stopped: No delay 

• Protection against sexually transmitted infections (STIs):
None

Side Effects and Health Risks
None
Correcting Misunderstandings
Fertility awareness methods:
• Can be very effective if used consistently and correctly.
• Do not require literacy or advanced education.
• Do not harm men who abstain from sex.
• Do not work when a couple is mistaken about when the

fertile time occurs, such as thinking it occurs during
monthly bleeding.

Why Some Women Say They Like Fertility 
Awareness Methods
• Have no side effects.
• Do not require procedures and usually do not require

supplies.
• Help women learn about their bodies and fertility.
• Allow some women to adhere to their religious or

cultural norms about contraception.
• Can be used to identify fertile days by both women

who want to become pregnant and women who want
to avoid pregnancy.

Who Can Use Calendar-Based Methods and 
Symptoms-Based Methods?
All women can use calendar-based methods. No medical
conditions prevent the use of these methods, but some
conditions can make them harder to use effectively and
necessitate using caution or delaying their use. Caution
means that additional or special counseling may be need-
ed to ensure correct use of the method. Delay means that
use of a particular fertility awareness method should be
delayed until a condition is evaluated or corrected.
Calendar-Based Methods
• Caution—Menstrual cycles have just started or have

become less frequent or stopped due to older age.
• Delay—The woman recently gave birth or is

breastfeeding, recently had an abortion or miscarriage,
is having irregular vaginal bleeding, is using drugs that
may delay ovulation)

Symptoms-Based Methods
• Caution—Woman may have recently had an abortion

or miscarriage, menstrual cycles may have just started
or may have become less frequent or stopped due to
older age, or woman may have a chronic condition that
raises her body temperature (for BBT and
symptothermal methods)

• Delay—The woman recently gave birth or is
breastfeeding, has an acute condition that raises her
body temperature [for BBT and symptothermal
methods], is having irregular vaginal bleeding, is
experiencing abnormal vaginal discharge, or is using
drugs that may affect cervical secretions, raise body
temperature, or delay ovulation).
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FERTILITY AWARENESS METHODS (cont.)

When to Start Using Fertility Awareness Methods?
Once trained, a woman or couple usually can begin
using fertility awareness methods at any time.
• Having regular menstrual cycles—Any time of the

month. No need to wait for the next monthly bleeding. 
• No monthly bleeding—Calendar-based methods

cannot be used. Delay symptoms-based methods until
monthly bleeding returns.

• After childbirth (whether or not breastfeeding)—Delay
standard days method until woman has had 3
menstrual cycles; she can start symptothermal
methods once normal secretions have returned.

• After miscarriage or abortion—Delay standard days
method until the start of woman’s next monthly
bleeding. Start symptothermal methods immediately,
with special counseling and support.

• When switching from a hormonal method—Delay
standard days method until the start of her next monthly
bleeding. Start symptothermal methods in the next
menstrual cycle after stopping a hormonal method.

• After taking emergency contraceptive pills – Delay
standard days method until the start of her next
monthly bleeding. Start symptothermal methods once
normal secretions have returned.

How Are Symptoms-Based Methods Used?
Two-Day Method
(If the woman has a vaginal infection or another condi-
tion that changes cervical mucus, the Two-Day method
will be difficult to use.) The woman checks for cervical
secretions every afternoon and/or evening, on fingers,
underwear, or tissue paper or by sensation in or around
the vagina. As soon as she notices any secretions of
any type, color, or consistency, she considers herself
fertile that day and the following day. The couple avoids
unprotected sex or uses condoms or a diaphragm on
each day that she considers herself fertile and the fol-
lowing day. The couple can have unprotected sex again
after the woman has had 2 dry days (days without secre-
tions of any type) in a row.
Basal Body Temperature (BBT) Method
(If a woman has fever or other changes in body temper-
ature, the BBT method will be difficult to use.) The
woman takes her body temperature at the same time
each morning before she gets out of bed and before she
eats anything. She records her temperature on a special
graph. She watches for her temperature to rise slightly—
0.2° to 0.5°C (0.4° to 1.0°F)—around the time of ovula-
tion (usually about midway through the menstrual cycle).
The couple avoids vaginal sex, or uses condoms or a
diaphragm from the first day of monthly bleeding until 3
days after the woman’s temperature has risen above her
regular temperature. The couple can have unprotected
sex on the 4th day and until her next monthly bleeding.
Symptothermal Method
Users identify fertile and nonfertile days by combining
BBT and ovulation method instructions. Women may

also identify the fertile time by other signs such as breast
tenderness and ovulatory pain (lower abdominal pain or
cramping around the time of ovulation). The couple
avoids unprotected sex between the first day of monthly
bleeding and either the fourth day after peak cervical
secretions or the third full day after the rise in tempera-
ture (BBT), whichever happens later. Some women who
use this method have unprotected sex between the end
of monthly bleeding and the beginning of secretions, but
not on 2 days in a row.
Ovulation Method (also known as the Billings method
or cervical mucus method):
(If a woman has a vaginal infection or another condition
that changes cervical mucus, this method may be diffi-
cult to use.) The woman checks every day for any cervi-
cal secretions on her finger, underwear, or tissue paper
or by sensation in the vagina. The couple avoids unpro-
tected sex on days of heavy bleeding that makes mucus
difficult to observe. Between the end of monthly bleeding
and the start of secretions, the couple can have unpro-
tected sex, but not on 2 days in a row. (Avoiding inter-
course on the second day allows time for semen to dis-
appear and for cervical mucus to be observed.) As soon
as she notices any secretions, the woman considers
herself fertile and avoids unprotected sex. She continues
to check her cervical secretions each day. The secre-
tions have a “peak day”—the last day that they are clear,
slippery, stretchy, and wet. She will know this has
passed when, on the next day, her secretions are sticky
or dry, or she has no secretions at all. She continues to
consider herself fertile for 3 days after that peak day and
avoids unprotected sex. The couple can have unprotect-
ed sex on the 4th day after her peak day and until her
next monthly bleeding begins.
Standard Days Method (SDM)
Can be used if most of the cycles in a year are between
26 to 32 days long. A woman keeps track of the days of
her menstrual cycle, counting the first day of monthly
bleeding as day 1. Avoids unprotected sex or uses con-
doms or a diaphragm on days 8–19 that are considered
fertile days for all users of the SDM. The couple can have
unprotected sex on all other days of the cycle. They can
use color-coded beads or calendar as memory aid. 
Calendar Rhythm Method
Before relying on this method, a woman records the
number of days in each menstrual cycle for at least 6
months. The first day of monthly bleeding is always
counted as day 1. The woman estimates the fertile time
by subtracting 18 from the length of her shortest record-
ed cycle. This tells her the estimated first day of her fer-
tile time. Then she subtracts 11 days from the length of
her longest recorded cycle. This tells her the estimated
last day of her fertile time. The couple avoids unprotect-
ed sex or uses condoms or a diaphragm during the fer-
tile time. She updates these calculations each month,
always using the 6 most recent cycles.
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LACTATIONAL AMENORRHEA METHOD (LAM)
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2004. Medical eligibility criteria for contraceptive use. 3rd ed.
Geneva. For more detailed guidance, please refer directly to these volumes.

What Is LAM?
• The lactational amenorrhea method (LAM) is a temporary family planning method based on the natural effect of

breastfeeding on fertility. (“Lactational” means related to breastfeeding. “Amenorrhea” means not having
monthly bleeding.) LAM provides contraception for the mother and the best approach for feeding for the baby.

• LAM is effective as long as all 3 of the following conditions are met:
•• The mother’s monthly bleeding has not returned.
•• The baby is fully or nearly fully breastfed, and is fed often, day and night.
•• The baby is less than 6 months old.

• “Fully breastfeeding” includes both exclusive breastfeeding (the infant receives no other liquid or food, not even
water, in addition to breast milk) and almost-exclusive breastfeeding (the infant receives vitamins, water, juice,
or other nutrients once in a while in addition to breast milk).

• “Nearly fully breastfeeding” means that the infant receives some liquid or food in addition to breast milk, but the
majority of feedings (more than three-fourths of all feeds) are breast milk.

• LAM works primarily by preventing the release of eggs from the ovaries (ovulation). Frequent breastfeeding
temporarily prevents the release of the natural hormones that cause ovulation.

How Effective Is LAM?
Effectiveness depends on the user: With LAM, the risk of pregnancy is greatest when a woman cannot fully or
nearly fully breastfeed her infant.
• As commonly used, LAM has a failure rate of about 2 pregnancies per 100 women in the first 6 months after

childbirth.
• When used correctly, LAM has a failure rate of less than 1 pregnancy per 100 women in the first 6 months after

childbirth.
• Return of fertility after LAM is stopped: This depends on how much the woman continues to breastfeed.
• Protection against sexually transmitted infections (STIs): None

Side Effects, Health Benefits, and Health Risks

Side Effects 
None
Health Benefits
• LAM helps protect against the risk of pregnancy. 
• LAM encourages the best breastfeeding patterns,

with health benefits for both mother and baby.

Why Some Women Say They Like LAM
• It is a natural family planning method.
• LAM supports optimal breastfeeding, providing health

benefits for the baby and the mother. 
• There is no direct cost for family planning or for

feeding the baby.

Health Risks 
None

Correcting Misunderstandings
LAM:
• Is highly effective when a woman meets all 3 criteria.
• Can be used by a woman with viral hepatitis.
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LACTATIONAL AMENORRHEA METHOD (LAM) (cont.)

Who Can and Cannot Use LAM?
All women can safely use LAM, but a woman in the following circumstances may want to consider other contra-
ceptive methods: 
• Has HIV infection, including AIDS (Important: Women who are infected with HIV or who have AIDS can use

LAM. Breastfeeding will not make their condition worse. There is a chance, however, that mothers with HIV will
transmit HIV to their infants through breastfeeding—5–20 of every 100 infants breastfed by mothers with HIV
will become infected. Women taking antiretroviral medications [ARVs] can use LAM. In fact, ARV treatment
during the first weeks of breastfeeding may reduce the risk of HIV transmission through breast milk. Rapid
weaning also decreases the risk of HIV transmission. She should stop breastfeeding over 2 days to 3 weeks.
Replacement feeding poses no risk of HIV transmission. Replacement feeding is recommended for the first 6
months after childbirth if—and only if—replacement feeding is acceptable, feasible, affordable, sustainable, and
safe. If replacement feeding cannot meet these 5 criteria, exclusive breastfeeding for the first 6 months is the
safest way to feed the baby, and it is compatible with LAM.)

• Is using certain medications during breastfeeding (including mood altering drugs, reserpine, ergotamine,
antimetabolites, cyclosporine, high doses of corticosteroids, bromocriptine, radioactive drugs, lithium, and
certain anticoagulants)

• The newborn has a condition that makes it difficult to breastfeed (including being small-for-date or premature
and needing intensive neonatal care, being unable to digest food normally, or having deformities of the mouth,
jaw, or palate)

When to Start Using LAM?
The woman should start breastfeeding immediately (within 1 hour) or as soon as possible after the baby is born.
LAM can be initiated at any time within 6 months after childbirth if the woman has been fully or nearly fully breast-
feeding her baby since birth and her monthly bleeding has not returned. 

How Is LAM Used? 
• Ask the mother these 3 questions: 

•• Has your monthly bleeding returned?
•• Are you regularly giving the baby other food besides breast milk or allowing long periods without

breastfeeding, either day or night?
•• Is your baby more than 6 months old?

If the answer to all of these 3 questions is no, she can use LAM.
• An ideal pattern is feeding on demand (that is, whenever the baby wants to be fed) and at least 10–12 times a

day in the first few weeks after childbirth and 8–10 times a day thereafter, including at least once at night in the
first months. Daytime feedings should be no more than 4 hours apart, and nighttime feedings should be no more
than 6 hours apart.

• She should start giving other foods in addition to breast milk when the baby is 6 months old. At this age breast
milk can no longer fully nourish a growing baby.
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POSTPARTUM FAMILY PLANNING
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and Republic of Turkey Ministry of Health General Directorate of MCHFP and
EngenderHealth. 1999. Postpartum family planning counseling. Ankara.

What Is Postpartum Family Planning?
Postpartum family planning is the initiation of family planning method use within the 6 weeks following childbirth.
There are important considerations in helping pregnant women and new mothers decide how they will avoid preg-
nancy after childbirth. These are:
• Timing of counseling: Ideally, family planning counseling should start during antenatal care. This allows

sufficient time for clients to be counseled and to make their decisions free of the stress associated with the
delivery. It also helps to ensure that clients can receive their method of choice immediately after giving birth or
just following (immediate postpartum )—e.g., the postpartum IUD or female sterilization. Usually, it is not
appropriate to counsel the client just before delivery. In this case, the stress that she is experiencing may
impair sound decision making. The provider has the responsibility to confirm that such clients are making an
informed, voluntary, and sound decision. If there are signs of stress, counseling and the client’s decision making
should be postponed. The next appropriate opportunity for counseling the client is after delivery but before the
client leaves the facility. At this point, it may be too late to provide the client’s method of choice during or at the
end of the delivery or procedure, but this may help to ensure that the client gets his or her method of choice
before discharge or returns later to get it at follow-up.

• Healthy timing and spacing of pregnancy (HTSP) messages: To achieve healthiest pregnancy outcomes for
the baby and the mother, a woman should wait until her baby is at least 2 years old before trying to become
pregnant again. See the HTSP cue card for details.

• Breastfeeding status: Since about 99% of women breastfeed their infants for some period of time, providers
need to consider the impact of contraceptive methods on breast milk, breastfeeding, and infant health when
helping clients choose a method. Within this context, the following 3 points should be taken into consideration
when discussing use of contraceptive methods after childbirth:
•• All women should be encouraged to breastfeed.¨
•• Breastfeeding should continue when use of a family planning method is initiated.
•• The family planning method should not have any adverse effects on breastfeeding or infant health.

• Return of fertility: To make an informed decision, a woman needs to know when she will become fertile again
following childbirth.
•• If not fully or nearly fully breastfeeding, she is able to become pregnant as soon as 6 weeks after childbirth.
•• If fully or nearly fully breastfeeding, she is able to become pregnant as soon as 6 months postpartum (see the

LAM cue card).
For maximum protection, a woman should not wait until the return of monthly bleeding to start a contraceptive
method, but should instead start as soon as guidance allows (see table below).

* Detailed breastfeeding guidance for HIV-positive women is provided in Handout 15-C of the Participant Handbook, p. XX.

Earliest Time That a Woman Can Start a Family Planning Method after Childbirth

Family Planning Method Fully/Nearly Fully Breastfeeding Partially/Not Breastfeeding
Lactational amenorrhea method (LAM) Immediately Not applicable
Vasectomy Immediately or during partner’s pregnancy†
Male or female condoms

Immediately
Spermicide
Copper-bearing IUD Within 48 hours, otherwise wait 4 weeks
Female sterilization Within 7 days, otherwise wait 6 weeks
LNG-IUD 4 weeks after childbirth
Diaphragm 6 weeks after childbirth

Fertility awareness methods
Start when normal secretions have returned (symptoms-based methods) or
when she has had 3 regular menstrual cycles (calendar-based methods).
This is later for breastfeeding women than for those are not breastfeeding.

Progestin-only pills
6 weeks after childbirth‡

Immediately if not breast -
feeding; 6 weeks after childbirth
if partially breastfeeding

Progestin-only injectables
Implants

† If a man has a vasectomy during the first 6 months of his partner’s pregnancy, it will be effective by the time she delivers her baby. 
‡ Earlier use is not usually recommended unless other, more appropriate methods are not available or not acceptable.
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POSTPARTUM FAMILY PLANNING (cont.)
Counseling Clients for Postpartum Family Planning

During Antenatal Care (Check-Ups before Delivery)
• Emphasize the importance of breastfeeding, which

benefits both mothers and newborns.
• Explain the benefits for future births of healthy timing

and spacing of pregnancy (HTSP)
• Discuss family planning methods, including: 

•• LAM
•• Methods that can be started during or immediately

after delivery (IUD, female sterilization)
•• Methods that can be used while breastfeeding and

afterwards
•• Discuss ways of reducing transmission risk of HIV

and other sexually transmitted infections (STIs)

During Postpartum Care (Check-Ups after Delivery)
• Provide counseling about the benefits of delaying the

next pregnancy for 2 years (HTSP)
• Emphasize the benefits of breastfeeding, which can

delay the next birth if the infant is exclusively
breastfed

• Explain that using exclusive breastfeeding as a
temporary family planning method (LAM) protects
women from pregnancy for up to 6 months

• Discuss when to start using family planning methods
(including when to switch from LAM to another method)

• Discuss ways of reducing risk of HIV and STI
transmission

Invite the client to come back for any questions or problems, when she thinks she is ready to start using a
method, to switch from LAM to another family planning method, or if she has any problems with the method she
has just started using.
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POSTABORTION FAMILY PLANNING
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2004. Medical eligibility criteria for contraceptive use. 3rd ed.
Geneva. For more detailed guidance, please refer directly to these volumes and to the method-specific cue cards.

What Is Postabortion Family Planning?
Access to family planning counseling and methods is an important aspect of postabortion care, to ensure that
women are able to avoid a future unplanned pregnancy or successfully achieve a planned pregnancy following a
miscarriage. Important considerations in helping women avoid pregnancy in this period include:
• Timing of counseling: Postabortion clients have particular needs related to their personal circumstances—their

recent pregnancy, in this case—(e.g., worries, stress, pain they may be experiencing, hurry to return home).
The provider needs to assess the best timing for family planning counseling for these clients. For postabortion
clients, counseling before the procedure can only be an option if the client is not under stress. Usually,
counseling the client just before a procedure to address abortion complications is not appropriate. In this case,
sound decision making may be impaired by the stress the client is experiencing. If there are signs of stress, the
counseling and decision making of the client should be postponed. The next appropriate opportunity to counsel
the client is after the procedure to address abortion complications, but before the client leaves the facility. At
this point, it may be too late to provide the client’s method of choice immediately at the end of the procedure
(e.g., an IUD), but this may help ensure that the clients get their method of choice predischarge or return later to
get it at follow-up.

• Timing of pregnancy: To achieve the healthiest pregnancy outcomes for the baby and the mother, the woman
should wait at least 6 months after a miscarriage or abortion before trying to become pregnant again. See the
cue card on Healthy Timing and Spacing of Pregnancy (HTSP) for details.

• Return of fertility: Fertility returns very quickly postabortion. A woman can become pregnant as early as within
the first 2 weeks following a first-trimester miscarriage or abortion, and within 4 weeks after a second-trimester
abortion. Therefore, she needs protection from pregnancy almost immediately.

For maximum protection, a woman should not wait until her next monthly bleeding to start a contraceptive
method, but instead she should start as soon as guidance allows (see table on page F-42).

Counseling Clients for Postabortion Family Planning

Before Abortion Procedure
• Explain the benefits of healthy timing and spacing of

pregnancy for expected newborns (HTSP)
• Discuss family planning methods, including: 

•• Methods that can be started immediately after the
procedure (see table above)

•• IUD (which can be inserted after a procedure to
address abortion complications, providing there is
no infection present)

•• Back-up method options for methods that can be
provided later

• Discuss ways of reducing risk of HIV and sexually
transmitted infection (STI) transmission

After Abortion Procedure
• Provide counseling about the benefits of delaying the

next pregnancy for 2 years (HTSP)
• Discuss family planning methods (see table above):

•• When to start using them 
•• Back-up method options for methods that can be

provided later
• Discuss ways of reducing risk of HIV and STI

transmission

Invite the client to come back for any questions or problems, when she thinks she is ready to start using a
method, or if she has any problems with the method she has just started using.
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Earliest Time That a Woman Can Start a Family Planning Method after Abortion/Miscarriage

Family Planning Method When to Start Special Considerations

Oral contraceptives (com-
bined or progestin-only)

Immediately

Injectables (combined 
or progestin-only)

Implants

Combined patch

Male or female condom

Withdrawal

Combined vaginal ring Immediately Once any injury to the genital tract is healed.
Spermicide

Cervical cap

Diaphragm Immediately Once any injury to the genital tract is healed. Must be refitted after
uncomplicated first-trimester miscarriage. After uncomplicated
second-trimester miscarriage, use should be delayed 6 weeks.

IUDs Immediately Provided there is no infection and any injury to the genital tract
is healed. IUD insertion after a second-trimester abortion
requires a specially trained provider.

Female sterilization Immediately Provided there is no infection any injury to the genital tract is
healed. Must be decided upon in advance, not while the woman
is sedated, under stress, or in pain.

Vasectomy Any time, regardless of the timing of miscarriage or abortion

Fertility awareness 
methods

Delay until there
are no noticeable
secretions or
bleeding related
to injury or 
infection.

Provided there is no infection any injury to the genital tract is
healed. For calendar-based methods, delay until the woman 
has had at least one monthly bleed after all such secretions 
and bleeding has stopped.

POSTABORTION FAMILY PLANNING (cont.)
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FAMILY PLANNING FOR PEOPLE LIVING WITH HIV
Note: The content in this cue card is adapted from two primary sources: World Health Organization (WHO) and Johns Hopkins
Bloomberg School of Public Health (JHSPH)/Center for Communication Programs (CCP). 2007. Family planning: A global
handbook for providers. Baltimore and Geneva; and WHO. 2006. Reproductive choices and family planning for people living
with HIV: Counseling tool. Geneva.

People living with HIV: 
• Can enjoy a healthy sexual life (see “Ways of lowering risk”)
• Have options for preventing unwanted pregnancy and further transmission of HIV (See “Contraceptives

for clients with STIs, HIV, and AIDS” as well as Dual Protection in Handout 20 in the Participant Handbook.) 
• Can have a healthy baby (See “Thinking about pregnancy,” next page)

Ways of Lowering Risk
• Mutual faithfulness—Two partners faithful to each other
• Limited number of sexual partners
• Safer sex—For example, using condoms or avoiding penetrative sex

•• Examples of acts with no risk: Pleasuring self, massage, hugging, kissing on lips
•• Examples of low-risk acts: vaginal or anal intercourse using condom, oral sex (safer with condoms or other

barrier)
•• Examples of high-risk acts: anal intercourse without a condom, vaginal intercourse without a condom
•• These apply whether client’s partner(s) is/are same or opposite sex.

• Early treatment of sexually transmitted infections (STIs) and avoidance of sex if client or partner has an
STI

• Not having sex—Need to be prepared to use condoms if client returns to sexual activity

Contraceptives for Clients with STIs, HIV, and AIDS
People with STIs, with HIV and AIDS, or on ARV therapy can start and continue to use most contraceptive meth-
ods safely. There are a few limitations, however. See the table below and each cue card on contraceptive meth-
ods for more information and for considerations for clients with HIV, including those taking ARV medications.
• Male and female condoms are the only methods that prevent both pregnancy and infection. It is important to

use them correctly with every act of vaginal or anal intercourse. 
• All hormonal methods (combined and progestin-only pills, injectables, implants) can be safely used. Rifampicin

taken for tuberculosis usually reduces the effectiveness of contraceptive pills and implants. Some antiretrovirals
(protease inhibitors and nonnucleoside reverse transcriptase inhibitors [NNRTIs]) may lower the effectiveness of
hormonal methods. This is not known for sure. (Nucleoside reverse transcriptase inhibitors [NRTIs] are not a
concern.)

• Fertility awareness-based methods can be safely used. In case of infection that causes vaginal discharge or
fever, fertility awareness–based methods may be difficult to use.

• The lactational amenorrhea method (LAM) risks passing HIV to the baby. Women with HIV should be
counseled to choose the feeding option that best suits their situation. (Important: Women who are infected with
HIV or who have AIDS can use LAM. Breastfeeding will not make their condition worse. There is a chance,
however, that mothers with HIV will transmit HIV to their infants through breastfeeding—5–20 of every 100
infants breastfed by mothers with HIV will become infected. Women taking antiretroviral medications [ARVs] can
use LAM. In fact, ARV treatment during the first weeks of breastfeeding may reduce the risk of HIV transmission
through breast milk. Rapid weaning also decreases the risk of HIV transmission. She should stop breastfeeding
over 2 days to 3 weeks. Replacement feeding poses no risk of HIV transmission. Replacement feeding is
recommended for the first 6 months after childbirth if—and only if—replacement feeding is acceptable, feasible,
affordable, sustainable, and safe. If replacement feeding cannot meet these 5 criteria, exclusive breastfeeding
for the first 6 months is the safest way to feed the baby, and it is compatible with LAM.)

• For IUDs, female sterilization, vasectomy, and spermicides, there are special considerations (see table,
page F-44).

In general, contraceptives and ARV medications do not interfere with each other. It is not certain whether some
antiretroviral medications make low-dose hormonal contraceptives less effective. Even if they do, condom use
can make up for that.
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METHOD HAS STI HAS HIV OR AIDS RECEIVES ART

Intrauterine Device
(copper-bearing or 
hormonal)

Do not insert an IUD in a woman who is
at very high individual risk for gonorrhea
and chlamydia, or who currently has
gonorrhea, chlamydia, purulent cervicitis,
or pelvin inflammatory disease (PID). (A
current IUD user who becomes infected
with gonorrhea or chlamydia or who
develops PID can safely continue using
an IUD during and after treatment.)

• A woman with HIV but not
AIDS can have an IUD
inserted.

• A woman with AIDS should
not have an IUD inserted
unless she is clinically well
on ARV therapy. (A woman
who develops AIDS while
using an IUD can safely
continue using the method.)

Do not insert an
IUD if the client is
not clinically well.

Female 
Sterilization

If the client has gonorrhea, chlamydia,
purulent cervicitis, or PID, delay sterilization
until the condition is treated and cured.

Delay sterilization if the client is currently ill with
an AIDS-related illness.

Vasectomy If the client has a scrotal skin infection,
an active STI, balanitis, epididymitis, 
or orchitis, delay sterilization until the
condition is treated and cured.

Delay sterilization if the client is currently ill with
an AIDS-related illness.

Spermicides Can be safely used, including when 
used with diaphragm or cervical cap

Should not be used if the client is at high risk of
HIV, is infected with HIV, or has AIDS.

FAMILY PLANNING FOR PEOPLE LIVING WITH HIV (cont.)
Special Family Planning Considerations for Clients Who Have STIs, Who Have HIV, or Who Are Receiving
Antiretroviral Therapy (ART)

Thinking about Pregnancy: What the Client 
Needs to Know
It’s your decision about getting pregnant.
Pregnancy risks and risks of infecting the baby are not
as high as many people think.
Risks to baby:
• If the mother is living with HIV, the baby may get HIV

during pregnancy, childbirth, or breastfeeding (3 out of
10 babies). Most babies do not get infected. Treatment
lowers this risk to 1 of 10 babies who will get infected. 

• If the mother is living with HIV, there is greater chance
of stillbirth, premature birth, or low birth weight.

Risks to mother:
• HIV infection raises the risk of childbirth complications

such as fever and anemia, particularly with delivery
by caesarean section.

• Pregnancy will not speed up the course of HIV infec-
tion, but it is best to avoid pregnancy in some health
situations (see under “What the client needs to con-
sider before getting pregnant”).

Risks to partner:
• If the woman is uninfected and her partner is infected,

she may have to risk getting HIV to become pregnant.
• If the man is uninfected and the woman is infected,

he can avoid HIV risk by using artificial insemination.

What the Client Needs to Consider before 
Getting Pregnant
Her health now:
• Pregnancy is possible, if her health is good, if her

CD4 count is greater than 200 (consider starting
women with CD4 counts of 200–350 on antiretrovirals
before pregnancy), if she is at clinical Stage 1 or 2

(where CD4 count is not available), if she is on pro-
phylaxis to prevent opportunistic infections or is on
antiretrovirals (if eligible), and if she has no sign or
symptoms of tuberculosis. 

• If pregnancy may cause problems now, delay preg-
nancy and reevaluate later (e.g., if her health is wors-
ening, if her CD4 count is less than 200, if her tuber-
culosis status is unknown, if she is taking no prophy-
laxis to prevent opportunistic infections, or if she is in
her first 6 weeks of antiretrovirals).

• Pregnancy is not a good idea now if her health is poor
(e.g., if she is in clinical Stage 3 or 4, if she is on
tuberculosis treatment, if her CD4 count is less than
100, or if she is waiting to start antiretrovirals).

Medical care for her and her baby: Are services
available? Where?
Her partner’s support:
• Has she got a steady partner? Does her partner know

her HIV status? 
• Is her partner supportive, and will her partner help

with the baby? Does her partner know his own status
or is he willing to be tested? What is her partner’s
health status?

Family support:
• Is her family supportive? Or would they reject a child with

HIV? Are family members close by, and can they help?
Telling others her HIV status:
• Has she told others? Is she planning to? Who cannot

be told?
Feeding her baby: Is she able to feed her infant in the
recommended way to lower the chances of transmitting
HIV?
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TASKS (Check the box for tasks successfully accomplished) Subtasks

RAPPORT BUILDING

1. Greet client with �

respect
• Welcome the client 
• Offer a seat; help the client to feel comfortable and relaxed

2. Make introductions � • Introduce yourself 
• Ask general questions such as name, age, number of children, 

contact information; record as needed 
• Ask the purpose of visit (new or return client) If return client, use

other learning guides

3. Assure confiden- �
tiality and privacy

• Make the client feel comfortable by assuring him or her that all infor-
mation discussed during your conversation will remain confidential.

• Create an atmosphere of privacy throughout the counseling session
by ensuring the client that no one can interrupt or overhear your con-
versation, even if you are not able to use a separate room.

4. Explain the need �
to discuss sensitive
and personal issues

• Explain the reasons for asking questions about sexual relationships
and behavior

• Make clear the relevance of these issues to the client’s potential risk
for becoming pregnant and/or contracting HIV and other sexually
transmitted infections (STIs). 

• Explain that these issues are discussed with all clients and that they do
not have to answer any questions they are not comfortable answering.

5. Use communication �
skills effectively 
(initially in rapport 
building and
throughout the 
counseling session)

• Show friendliness by smiling; maintain eye contact with the client 
• Use simple and clear language; ask open-ended questions
• Encourage the client to ask questions and to express his or her concerns
• Actively listen to the client; answer all of the client’s questions 
• Paraphrase the client to ensure correct understanding
• Do not interrupt the client unless absolutely necessary; remain non-

judgmental

EXPLORATION

6. Explore in-depth �
the client’s reason 
for the visit

• Explore in-depth the needs, problems, concerns, thoughts, and feel-
ings that led the client to seek services. 

• Explore what the client needs to know.
• Ask the client if he or she has a method in mind.

7. Explore client’s �
reproductive history
and goals

• Pregnancy history and outcome, number and ages of children
• Whether he or she wants more children and, if yes, when, to determine

nature of contraceptive protection desired (duration, effectiveness, etc.)
• Inform the client about healthy timing and spacing of pregnancy (HTSP)
• Current and past FP use
• What he or she knows about FP methods

8. Explore client’s �
social context, 
circumstances, 
and relationships

• Partner/spouse/family involvement and support for contraceptive use
with particular emphasis on method(s) of interest 

• Ability to communicate with the partner(s) about FP/RH decisions
• Past and current history of violence and/or rape 
• Other factors (socioeconomic, cultural, religious, fear of violence, ten-

sions within an extended family) that might influence choice and use
of FP method(s) of interest

(continued)



LEARNING GUIDE FOR FP COUNSELING SKILLS:
NEW CLIENT (cont.)

226 Counseling for Effective Use of FP—Participant Handbook ACQUIRE Project/EngenderHealth

Appendix B

TASKS (Check the box for tasks successfully accomplished) Subtasks

9. Explore issues �
related to sexuality

• Questions/concerns/problems client has about sexual relations/practices
• What are the sexual relationships the client is in?
• Nature of sexual relationships (frequency, regularity, possible partner

absence, and whether the partner has other partners) that might
affect contraceptive choice and use

• Ability to communicate with the partner about sexuality

10. Explore client’s �
history of HIV and
other STIs

• Any current unusual vaginal or penile discharge, pain with sex, or
lower abdominal pain

• History of STIs within the last three months
• More than one sexual partner within the last three months (either partner)
• Partner’s STI history or presence of current vaginal or penile dis-

charge in partner
• HIV status of client and partner, if known (for referral, possible treat-

ment, or special counseling for serodiscordant couples)

11. Explain STI risk �
and dual protection,
and help the client
determine his or her
risk for contracting
and/or transmitting
STIs

• Explore what the client knows about HIV and other STIs, their pre-
vention, dual protection, and condom use

• Ask the client about knowledge and practice of condom use or other
safe sex practices

• Fill in knowledge gaps by tailoring your information to the needs of
the client (such as transmission of STIs, importance of condoms as
the only method that protects against pregnancy and STI transmis-
sion, other options for dual protection, etc.)

• Remind the client that STI risk is related to clients’ and partners’ indi-
vidual sexual practices (making sure to discuss the risks of a variety
of sexual practices)

• Ask the client if he or she feels at risk for contracting HIV or another
STI, or thinks that his or her partner might be at risk

12. Focus your dis- �
cussion on the
method(s) of interest
to client

• Starting with the client’s preferred method (if any), explore what the
client already knows; correct misperceptions; fill in knowledge gaps
in areas below, by tailoring the information to the client’s needs:
a. Effectiveness (including how the method(s) works)
b. Side effects, health benefits, health risks, and complications
c. How to use and where to obtain the method(s) or what to expect

during the procedure (for IUD, injectables, implants and sterilization)
d. When to return
e. Whether the method provides protection against HIV and other STIs

• Show sample(s) of method(s) and encourage the client to touch them
• Provide brochures or other printed information and ask what ques-

tions client has

13. Rule out pregnancy �
and explore factors
related to monthly
bleeding and any
recent pregnancy

• Date of last monthly bleeding
• Whether client has had unprotected intercourse since last monthly

bleeding (see Pregnancy Checklist cue card)
• Nature of her monthly bleeding (how long; how much bleeding; how

much pain/cramping, particularly for clients interested in IUD, pills,
injectables, and implants)

• Whether client has had a recent abortion/miscarriage 
• Date of last birth and current breastfeeding status

(continued)
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TASKS (Check the box for tasks successfully accomplished) Subtasks

14. Screen client for �
possible medical 
conditions

• Ask the client if he or she has any health concerns or health prob-
lems, including but not limited to the following: 
•• Cardiovascular disease, including high blood pressure
•• Bleeding/spotting between periods or after sex
•• Reproductive tract cancers, including trophoblastic disease
•• Liver disease or hepatitis
•• Severe anemia 
•• Possible allergies

DECISION MAKING (based on information exchange above)

15. Identify the deci- �
sions client needs 
to confirm or make

• Explain the importance of the client making his or her own decisions 
• Help client prioritize the decisions that need to be made on the day of

the visit, Including: 
•• Which FP method to use 
•• Whether to take action to reduce risk of contracting HIV and other

STIs (based on risk assessment in exploration phase)
•• Seeking health care for a problem or complying with a treatment, etc.

16. Explore relevant �
options for each 
decision

• Encourage the client to ask questions 
• Discuss FP, dual protection, and STI prevention options in more

detail, making sure the discussion centers on options that are appro-
priate to clients’ individual needs 

17. Help client weigh �
the benefits, disad-
vantages, and conse-
quences of each
option

• Help the client anticipate the potential outcomes (positive or negative)
of and barriers to each option
a. How he or she and the partner would react or feel if they were to

experience common side effects, 
b. Possible impact of the method on sexual relations, religious prac-

tice, or family life 
c. Recurrent cost, need for resupply, and so on
d. The protection the method provides or lacks against HIV and other STIs

• Ask the client what else he or she needs to be able to make a deci-
sion, and provide information and emotional support accordingly

18. Encourage the �
client to make his 
or her own decision

• Reconfirm the selection of the method of interest by asking the client
what his or her decision is

• Confirm that the decision(s) is (are) well considered, informed, volun-
tary, and free of pressure from spouse, partner, family members,
friends, or service providers

• Confirm that the decision(s) can actually be carried out (given the
relationship with spouse/partner, family situation, economic situation,
anticipated problems, and barriers)

(continued)
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LEARNING GUIDE FOR FP COUNSELING SKILLS:
NEW CLIENT (cont.)

TASKS (Check the box for tasks successfully accomplished) Subtasks

IMPLEMENTATION (after client has confirmed his or her desire for the method selected)

19. Assist the client in �
making a concrete
and specific plan for
carrying out the deci-
sion(s) (obtaining and
using the FP method
chosen, risk reduction
for STIs, dual protec-
tion, etc.)

Review and have the client repeat information as appropriate to ensure
understanding:

• When to start using the method 
• Where to obtain the method and supplies
• How to use the chosen FP method (pills, male and female con-

doms, spermicides, Standard Days Method, lactational amenorrhea
method [LAM]) and/or how to obtain it (IUDs, implants, injectables,
female sterilization, vasectomy), including tips for remembering to
use the method correctly

• Common side effects and how to deal with them 
• Warning signs of health risks/complications and what to do if the

experiences them 
• How to prevent HIV and other STIs (see the following two points)
• How to communicate with partner about use of FP and/or condoms

20. Have the client �
develop skills to use
his or her chosen
method and condoms*

• Demonstrate use of the method (for clients who have chosen male or
female condoms or the diaphragm) on a model (penis or pelvic)

• Have the client practice on the model
• Provide written information, if available

21. Identify barriers �
the client may face 
in implementing 
his or her decision

Review potential barriers, such as: 
• Side effects 
• Partner reaction 
• Cost and availability of the method, lack of skills or difficulty using the

method (especially with the condom), need to return to the clinic for
resupply or reinjection revisit (transportation issues)

22. Develop strategies �
to overcome the 
barriers

• Review what to do when faced with side effects or difficulties 
• Provide the client with written information, if appropriate and available 
• Talk about the availability and use of emergency contraception (if

needed)
• Talk about the option to switch to another method if the client is dis-

satisfied or has different needs
• Discuss and practice communication and negotiation with partner for

FP and/or condom use
• Help client develop a “plan B” in case the decision cannot be 

implemented

23. Make a plan for �
follow-up and/or 
provide referrals 
as needed

• Agree on the timing of medical follow-up visit or resupply (make
appointment, if needed)

• Refer the client for supplies, care, discontinuation, switching, or
another service

• Ensure and check that the client understands all the information
• Remind the client to return or call whenever he or she has questions,

concerns, or problems, or needs help with negotiation and ongoing
method use

* For clients who have decided to use condoms for dual protection or as a backup method.
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LEARNING GUIDE FOR FP COUNSELING SKILLS:
SATISFIED RETURN CLIENT

TASKS (Check the box for tasks successfully accomplished) Subtasks

RAPPORT BUILDING

1. Greet client with �

respect
• Welcome the client 
• Offer a seat; help the client to feel comfortable and relaxed

2. Make introductions � • Introduce yourself 
• If you do not already know the client: Ask general questions such as

name, age, number of children, and contact information; record as
needed 

• Ask the purpose of visit (new or return client) If new client or dissat-
isfied return client, use other learning guides

3. Assure confiden- �
tiality and privacy

• Make the client feel comfortable by assuring him or her that all infor-
mation discussed during your conversation will remain confidential.

• Create an atmosphere of privacy throughout the counseling session
by ensuring that no one can interrupt or overhear your conversation,
even if you are not able to use a separate room.

4. Explain the need to �
discuss sensitive 
and personal issues

• Explain the reasons for asking questions about sexual relationships
and behavior.

• Make clear the relevance of these issues to the client’s potential risk
for becoming pregnant and/or contracting HIV and other sexually
transmitted infections (STIs). 

• Remind the client that these issues are discussed with all clients and
that they do not have to answer any questions they are not comfort-
able answering.

5. Use communication �
skills effectively 
(initially in rapport 
building and
throughout the 
counseling session)

• Show friendliness by smiling; maintain eye contact with the client 
• Use simple and clear language; ask open-ended questions
• Encourage the client to ask questions and to express his or her concerns
• Actively listen to the client; answer all of the client’s questions 
• Paraphrase the client to ensure correct understanding
• Do not interrupt the client unless absolutely necessary; remain non-

judgmental

EXPLORATION

6. Explore client’s �
satisfaction with 
the current method

• Ask how satisfied the client is with the his or her current method
(probe for any misconceptions the client might have)

• Check if the client has any questions or concerns or problems, espe-
cially regarding side effects 

7. Confirm correct �
method use

• Ask the client to describe how he or she is using the method

8. Ask client �
about changes 
in his or her life

• Changes in medical history or circumstances since last visit and
questions or concerns he or she might have about her health

• Changes in partners (or any new partners) since last visit
• Any concerns that he or she might be exposed to HIV or another STI

through his or her partner(s); ask about dual-method use
• If any changes necessitate the review of the client’s decisions about

FP or STI prevention, go to the DECISION MAKING section of the
Learning Guide for FP Counseling Skills: New Clients.

(continued)
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TASKS (Check the box for tasks successfully accomplished) Subtasks

DECISION MAKING (based on information exchange above)

9. Help client identify �

what services he 
or she needs during
this return visit

• Regular well-woman visit
• Other reproductive health services or referral

IMPLEMENTATION

10. Make a plan for �
follow-up and/or 
provide referrals as
needed

• Agree on the timing of medical follow-up visit or resupply (make
appointment, if needed)

• Refer for supplies, care, discontinuation, switching, or another service
• Ensure and check that the client understands all the information
• Remind the client to return or call whenever he or she has questions,

concerns, or problems or needs help with negotiation and ongoing
method use
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TASKS (Check the box for tasks successfully accomplished) Subtasks

RAPPORT BUILDING

1. Greet client with �

respect
• Welcome the client 
• Offer a seat; help the client to feel comfortable and relaxed

2. Make introductions � • Introduce yourself; 
• If you do not already know the client: Ask general questions such as name,

age, number of children, and contact information; record as needed 
• Ask the purpose of visit (new or return client) If new client or satis-

fied return client, use other learning guides

3. Assure confiden- �
tiality and privacy

• Make the client feel comfortable by assuring him or her that all information
that will be discussed during your conversation will remain confidential.

• Create an atmosphere of privacy throughout the counseling session
by ensuring that no one can interrupt or overhear your conversation,
even if you are not able to use a separate room.

4. Explain the need to �
discuss sensitive 
and personal issues

• Explain the reasons for asking questions about sexual relationships
and behavior

• Make clear the relevance of these issues to the client’s potential risk
for becoming pregnant and/or contracting HIV and other sexually
transmitted infections (STIs). 

• Remind the client that these issues are discussed with all clients and
that they do not have to answer any questions they are not comfort-
able answering.

5. Use communication �
skills effectively 
(initially in rapport 
building and
throughout the 
counseling session)

• Show friendliness by smiling; maintain eye contact with the client 
• Use simple and clear language; ask open-ended questions
• Encourage the client to ask questions and to express his or her concerns
• Actively listen to the client; answer all of the client’s questions 
• Paraphrase the client to ensure correct understanding
• Do not interrupt the client unless absolutely necessary; remain non-

judgmental

EXPLORATION

6. Explore the client’s �
satisfaction with the
current method

• Ask how satisfied the client is with the his or her current method
(probe for any misconceptions the client might have)

• Check if the client has any questions or concerns or problems, espe-
cially regarding side effects 

7. Confirm correct �
method use

• Ask the client to describe how he or she is using the method
• Changes in medical history or circumstances since the last visit and

questions or concerns he or she might have about her health

8. Ask the client about �
changes in his or 
her life

• Changes in partners (or any new partners) since last visit
• Any concerns that he or she might be exposed to HIV or other STIs

through his or her partner(s); ask about dual-method use
• If any changes necessitate review of the client’s decisions about FP

or STI prevention, go to the DECISION MAKING section of the
Learning Guide for Counseling Skills: New Clients.

(continued)
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LEARNING GUIDE FOR FP COUNSELING SKILLS:
DISSATISFIED RETURN CLIENT (cont.)

TASKS (Check the box for tasks successfully accomplished) Subtasks

9. Explore in-depth �
the reasons for the
client’s dissatisfaction
or the problems

• Explore the problems and the reasons for dissatisfaction, discuss
possible solutions, and encourage the client to ask questions. Tailor
the discussion to the problem. Problems may include the following: 
•• Side effects and what client has done or what can be done to man-

age side effects (including treatment and switching to another method)
•• Rumors about the method that bother the client
•• Difficulty in accessing services for routine revisits or resupply
•• Lack of partner or family support for using the method: discuss and

practice possible communication and other strategies that the client can try
•• Incorrect method use: discuss how to use the method and a backup

method correctly, and discuss use of emergency contraception pills
•• Suspected pregnancy: ask client about her and her partner’s reac-

tion to possible pregnancy and explain screening testing to be
done: (1) if screening and pregnancy test are negative, discuss
client’s contraceptive options; (2) if pregnancy test is positive, dis-
cuss client’s options (e.g., emergency contraception, if appropriate)

•• Change in reproductive goals/desire for pregnancy: congratu-
late and counsel client on what to do for a healthy pregnancy 

•• Warning signs of health risks/complications: explain screen-
ing/other exams, tests, and treatment to be done during visit, or
refer as needed/indicated 

•• Change in individual STI risk: help client perceive his or her risk;
explain risk reduction and dual-method use

DECISION MAKING (based on information exchange above)

10. Identify what deci- �
sions the client 
needs to confirm or
make

• Explain the importance of the client making his or her own decisions 
• Help the client prioritize the decisions that need to be made on the

day of the visit, including:
•• Continuing with the current FP method
•• Switching to another FP method 
•• Discontinuing FP
•• STI risk reduction and/or dual protection 
•• Complying with treatment

11. Explore relevant �
options for each 
decision

• Encourage the client to ask questions, making sure the discussion
centers on options that are appropriate to the client’s individual needs:
•• Side effects: to tolerate after learning that they are harmless, to wait

till they subside, to have them treated, or to switch to another method
•• Rumors about the method: to continue using the method after being

relieved by the provider’s explanation or to switch to another method
•• Difficulty in accessing services: to find another service site that is

easier to access or to switch to another FP method that does not
require frequent access to services

•• Lack of partner or family support: to try new strategies to con-
vince partner/family or to switch to another method

•• Incorrect method use: to start using the method correctly or, if cor-
rect use is inconvenient, to switch to another method

•• Change in reproductive goal/desire for pregnancy: switch to
another method or discontinue FP

•• Suspected or confirmed pregnancy: whether or not to continue
pregnancy and discontinue FP

•• Warning signs of health risks/complications: to comply with
suggested treatment/referral options

•• Change in individual risk for HIV and other STIs: risk reduction,
dual-method use, or condom use
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LEARNING GUIDE FOR FP COUNSELING SKILLS:
DISSATISFIED RETURN CLIENT (cont.)

TASKS (Check the box for tasks successfully accomplished) Subtasks

12. Help the client �
weigh the benefits, 
disadvantages, and
consequences of 
each option

• Help the client to anticipate the potential outcomes (positive or nega-
tive) of and barriers to each option, including: 
•• Partner’s reaction to the decision
•• The risk of unintended pregnancy (for those who decide to discon-

tinue FP)
•• The risk of contracting HIV and other STIs (for those who decide to

discontinue dual protection or condom use)
•• Cost, side effects, health benefits, and health risks (for those

switching to another FP method)
•• Negotiating condom use with partner

• Ask the client what else he or she needs to be able to make a deci-
sion, and provide information and emotional support accordingly

13. Encourage the �
client to make his or
her own decision

• Confirm that the decision(s) is (are) well considered, informed, and
voluntary 

• Confirm that the decision(s) can actually be carried out (given the
relationship with spouse/partner, family situation, economic situa-
tion, anticipated problems, and barriers)

IMPLEMENTATION

14. Assist the client in �
making a concrete
and specific plan 
for carrying out the
decision(s)

• Help the client plan for and implement his or her decision:
•• Clients who continue with their current method: Help them devel-

op strategies to deal with the side effects and problems they are
facing (see IMPLEMENTATION section of  Learning Guide for FP
Counseling Skills: New Clients)

•• Clients who switch to another method: Help them obtain and use
the method correctly; provide the information and skills needed for
correct use (especially for condoms) (see IMPLEMENTATION sec-
tion of the Learning Guide for FP Counseling Skills: New Clients)

•• Clients who discontinue FP: Help them get the services they
need or refer (for preconception care and antenatal care); for clients
who want to discontinue IUD or implants, explain removal proce-
dure and answer their questions 

15. Make a plan for �
follow-up and/or 
provide referrals

• Agree on the timing of medical follow-up visit or resupply (make
appointment, if needed)

• Refer for continued supplies, care, discontinuation, switching or
another service

• Ensure and check that the client understands all the information
• Remind the client to return or call whenever he or she has questions,

concerns, or problems or needs help with negotiation and ongoing
method use




